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Explore the competencies required by the child nurse practitioners in the child nursing practice in 
order to refine the current competencies in a programme for Child Nursing Science presented at a 
Nursing Education Institution in Gauteng. 
 
DESIGN AND METHOD 
A quantitative, non-experimental, descriptive, exploratory and applied research design was used. A 
structured self reported questionnaire was constructed based on the competencies derived from the 
current programme for Child Nursing Science used at the Nursing Education Institution, the Specialist 
Paediatric and Child Health Nurse by the Australian Confederation of Paediatric and Child Health 
Nurses and the World Health Organization Children’s Nursing Curriculum. The structured self 
reported questionnaire was distributed to 110 child nurse practitioners working in child nursing 
practices in Gauteng and a total of 82 responded. 
 
FINDINGS 
All competencies were regarded as important, except for competencies related to research, family-
centred child care, complementary and traditional child care practices, evidence-based practice, 
mentoring and play activities.  
 
CONCLUSION 
Findings were used to refine the current competencies in a programme for Child Nursing Science. 
 
KEY WORDS  
Child nurse practitioners, clinical practice, competencies. 
 
Refinement of the competencies for a programme in Child Nursing Science  
 presented at a Nursing Education Institution in the Gauteng province 
 





Student number: 44704127 
 
 
I declare that REFINEMENT OF THE COMPETENCIES FOR A PROGRAMME IN 
CHILD NURSING SCIENCE PRESENTED AT A NURSING EDUCATION 
INSTITUTION IN THE GAUTENG PROVINCE is my own work. All sources which 
have been used or quoted have been indicated and acknowledged by means of 
complete references. This work has not been submitted for any other degree at any 









--------------------------      --------------------- 






Refinement of the competencies for a programme in Child Nursing Science  
 presented at a Nursing Education Institution in the Gauteng province 
 




To every child and family who look upon proficient child nurse practitioners for love and 
competent child nursing care 
     and  
to every child nurse practitioner who devote themselves to the unspoken needs of the 
vulnerable, the sick children: 
 
“It is well to give when asked, but it is better to give 
unasked, through understanding…” 
        Kahlil Gibran 
 
“May the delineated knowledge, skill and attitudes lead to fulfilment of unspoken needs; may the 
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1.1 INTRODUCTION 
 
Worldwide child health care has undergone profound changes during the past 
decades. Despite the improvements made in the environments of sick hospitalised 
children and the implementation of less restrictive visiting hours, the complexity of 
caring for children admitted into hospitals has increased (Wilson, Megel, Enenbach & 
Carlson 2010:96). In some cases parents have seemingly become “experts” in the 
health care of their children, due to, for example, internet access, the development of 
technology and the involvement of families in the care of the child (Reeves, Timmons 
& Dampier 2006:231-232). According to Reeves et al (2006:232), parents have 
become just as knowledgeable as health care professionals because of their 
involvement in the care responsibilities of their technology-dependent children. 
Because of well-informed parents nurses can become intimidated by the knowledge 
and skill of parents, while parents can develop the perception that nurses should be 
capable and competent and have more knowledge and skill than the parents 
themselves when taking care of their children in hospital (Reeves et al 2006:232). 
 
Different approaches to child nursing are globally practiced. In some countries sick 
and injured children are admitted into the same nursing units as adult patients and 
nursing care is delivered by generalist nurse practitioners who do not have adequate 
knowledge of, or skill in, child nursing (Offord 2010:300; World Health Organization 
[WHO] 2003:6). In South Africa recognition is given to the special needs of sick 
children through education and training of child nurse practitioners. Admission of sick 
or injured children in special child nursing units where child nurse practitioners who 
have special knowledge, skill and attitudes then provide nursing care, is just one of 
the changes identified in the dynamic state of child health care (Cherry & Jacob 
2011:22). 
 
In this study, the competencies required by child nurse practitioners caring for 
children in special child nursing units in Gauteng, South Africa, are investigated. 
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1.2 BACKGROUND AND RATIONALE 
 
Child nursing is a specialised discipline of nursing and focuses on child nurse 
practitioners caring for sick children of any age in a designated location of clinical 
practice. This is congruent with the view of Taylor (2006:E-128) that child nurses 
practice nursing “across the health continuum”, thus including children of all age 
groups. Taylor (2006:E-128) emphasises the importance of knowledge development 
to related aspects such as child development and the physiological differences 
between the child and an adult when taking care of sick children. Mcnee, Clarke and 
Davies (2005:211) and Offord (2010:300) confirm the uniqueness of child nursing 
when stating that children require very specific clinical nursing competencies due to 
the multiplicity in age differences and their developmental stages.  
 
Perera (2002:73) refers to child nursing as “a highly specialized art and 
accomplished science”. For this reason, child nurse practitioners must have exact 
competencies and must follow a special educational programme based on the needs 
of children and their families. Perera (2002:73) agrees with Feeg (1999:468) by 
stating that sick children have unique needs and should therefore be taken care of 
by child nurse practitioners who have specific competencies. Both Perera (2002:73) 
and Feeg (1999:469) reflect on the importance of an educational programme that 
supports the level of training in the development of child nurse practitioners. It is 
further perceived that the effectiveness of such an educational programme will 
contribute positively towards nurse practitioners achieving professional fulfilment as 
child nurse practitioners.  
 
Children who are hospitalised require more complex care, with the result that an 
intensive need for a higher level of critical thinking and clinical decision making is at 
the forefront. Mott (2008:78) confirms the complexity of child nursing care and the 
resulting need for advanced competencies in child nursing. The author emphasises 
the aforementioned as issues when she motivates for quality child care based on 
aspects such as growth and development, child health nursing and family dynamics 
(Mott 2008:78). Technological development has influenced the changes which have 
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occurred in child nursing practice and added to the complexity in care needs (Sørlie, 
Lindseth, Førde & Norberg 2003:350). 
 
The current child nursing practice in South Africa has also experienced significant 
changes in the sickness profiles and disease patterns of children (Stephen, 
Mulaudzi, Kauchali & Patrick 2009:1). It became evident in the clinical practice that 
there is an increase in the acuity level of hospitalised children. Urbanisation, 
unemployment and social dislocation are identified by the Gauteng Department of 
Health (GDoH) (GDoH 2006:[1]) as factors influencing the complex picture of acuity, 
morbidity and mortality in children. This is consistent with the view of Stephen et al 
(2009:11) that 46% of children dying in hospitals in South Africa have been classified 
as having stage III or IV of the human immunodeficiency viral infection (HIV). 
Moreover, in the same reference it is also reflected that 30% of children dying in 
hospitals in South Africa, has died – or will die – without knowing their HIV status 
(Stephen et al 2009:11). This provides some insight into the acuity and profile of sick 
children who are admitted to hospitals with one health-related problem while, in 
actual fact, at the same time have another underlying fulminating condition. Taking 
care of these sick children requires specific competencies based on a solid and 
scientific knowledge framework and a well-developed core of skill and attitudes to 
acknowledge the health care needs of the child and the family. 
 
In addition, the emphasis in child nursing practice changed from a patient-centred to 
a family-centred care approach as noted by Ball, Bindler and Cowen (2012:6), 
Glasper and Richardson (2006:79); Hockenberry and Wilson (2007:13,15) and Potts 
and Mandleco (2002:17). This shift in focus influenced the approach to child nursing 
education where the focus point of quality care is not only the healthy and sick child, 
but now includes as part of quality care, both the child (healthy or sick) and his or her 
family. 
 
Stephen et al (2009:14) identified and discuss modifiable factors in their report that 
can contribute to decrease child mortality in South Africa. Some of the leading 
factors identified in the report, but which are considered to be modifiable, are 
substandard and missed opportunities for interventions during child health care. 
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According to the report, competencies of clinical personnel in hospital wards are 
some of the nursing-related issues that can be improved (Stephen et al 2009:17). It 
became more evident that there was a need to evaluate and refine the programme in 
Child Nursing Science to enhance the relationship between education and the 
requirements of the child nurse practitioners when managing care of these children. 
 
The White Paper for Transformation of the Health System in South Africa (DoH 
1997:32,36-39) identifies some important principles which contribute to the challenge 
to evaluate the competencies required by child nurse practitioners to manage child 
nursing in the domains of child nursing practice. Based on the information in the 
White Paper (DoH 1997:32,36-39) the following areas for development of the child 
nurse practitioner to contribute to nursing as a profession were regarded by the 
researcher as critical: 
o evaluating the education and training of child nurse practitioners in terms of 
appropriateness, cost benefit, core competencies and standards for practice 
o promoting and maintaining a caring ethos within the child nursing practice; and 
o creating a cadre of competent and skilled child nurse practitioners who are 
lifelong learners and critical thinkers. 
 
The above as well as the need to incorporate new advances and changes in higher 
education has led to an escalating demand for investigating the competencies 
required by child nurse practitioners. Being trained in all the competencies will 
enable the child nurse practitioners to practice proficiently in the domains of child 
nursing practice; advance the child practice, and improve the quality of child nursing 
in general. These significant changes mandate that child nurse educators evaluate 
the contents of their curricula and programmes in Child Nursing Science to refine 
these contents on a regular basis thereby ensure that it is congruent with the 
requirements and needs of child nursing practice. Furthermore, the content of the 
programme in Child Nursing Science should also be restructured to be consistent 
with new educational recommendations. 
 
It is the view of Uys and Gwele (2005:4,21) that a curriculum is based on the input of 
knowledgeable people and needs to be altered in a responsible way by the 
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educational institution when there is a demand or “trigger” to adapt or refine the 
content. Changes and developments that occur in child nursing practice in South 
Africa necessitate evaluation and refinement of the programme in Child Nursing 
Science to ensure that child nurse practitioners have the appropriate competencies 
to manage child nursing in the domains of practice. The most important challenge 
that acted as a “trigger” for the researcher was rooted in the current complex health 
profile of sick children and the expectation of the family that the child nurse 
practitioner will be competent when managing the nursing of their child/children. This 
challenge necessitated the need to investigate the child nursing practice and identify 
the competencies required by child nurse practitioners. Thereafter, the identified 
competencies would provide the basis on which the current programme in Child 
Nursing Science will be evaluated and refined. 
 
Other demands that acted as “triggers” for the researcher were the changes and 
expanded expectations of the different governing bodies related to higher education 
and the Nursing Education Institution (NEI), namely: 
o legislation contained in the Higher Education Act No 101 of 1997 (Republic of 
South Africa 1997a) which transformed and unified the higher education system 
in South Africa (view Section 2.3.2.1) 
o the South African Nursing Council (SANC) which published in Chapter 5 of the 
Draft Charter of Nursing Practice (SANC 2004a:30), a competency framework for 
nursing practice. The competencies are general and listed for each domain or 
practice area (SANC 2004a:47-53) (view Section 2.3.2.2) 
o the Forum of the University Deans in South Africa (FUNDISA) that acts as a 
professional movement for the recognition and inclusion of differentiated practice 
roles are under investigation in South Africa (view Section 3.3.5.1). 
 
To justify the importance of the content in the programme for Child Nursing Science 
in the education of the child nurse practitioner, it was essential to investigate the 
competencies needed by child nurse practitioners in order to manage child nursing in 
the different domains of practice (view Section 2.4).  
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The child nurse practitioner in South Africa is a professional registered nurse in 
terms of the Nursing Act No 33 of 2005 (Republic of South Africa 2005a:31) and 
licensed to practice child nursing according to Regulation R212 of the above 
mentioned Act (SANC 1993a:Par 1(a)). This additional qualification in child nursing 
builds upon general nursing education and enables the child nurse practitioner to 
work in a variety of settings and where the need arises to take care of sick children - 
which could be either in the hospital, in the community and/or under home-based 
care circumstances.  
 
1.3 PROBLEM STATEMENT 
 
As changes in child nursing practice are evolving rapidly and continuously, 
programmes in Child Nursing Science should be evaluated and refined to ensure 
that all the requirements in the child nursing practice are met. This is congruent with 
the opinion of Menix (2007:201) that nurse educators are responsible and 
accountable for evaluating their programmes in order to develop recommendations 
to revise the programmes. Child nurse educators should explore the competencies 
for child nurse practitioners in the domains of practice and refine the programmes in 
Child Nursing Science accordingly. In addition, the child nurse educators who are 
responsible for the training and education of child nurse practitioners should not work 
in isolation to determine these competencies, but it is preferable that they collaborate 
with all stakeholders in child nursing practice. Stakeholders and organisations regard 
staff education, which in this study included child nurse practitioners, as an 
investment and expect improvement in performance and staff member satisfaction 
as one of the outcomes of education (Kearney 2008:[1]; Menix 2007:201). 
 
A two year clinical, post-basic programme in Child Nursing Science is presented at 
tertiary level at an NEI in Gauteng. During 2002 an evaluation and refinement of the 
content of the programme in Child Nursing Science was conducted. Since then, no 
formal evaluation of the programme has been performed. In addition, no domain-
specific research has been conducted on competencies required for child nurse 
practitioners in Gauteng or South Africa. The SANC (2004a:58) refers to 
competencies of clinical practice as knowledge, skills and attitude (behavioural) 
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aspects of clinical practice. It led to the “trigger” which initiated this study For the 
purpose of this study, discussions of the applicable documents, and especially those 
delineated by the SANC, are included in Chapter 2 (view Sections 2.3.1.2 and 
2.3.2.2).  
 
1.4 RESEARCH QUESTION 
 
In view of the background and problem statement, the research question was: 
 
What are the competencies in a programme for Child Nursing Science presented at 
an NEI in Gauteng? 
 
1.5 AIM AND OBJECTIVES 
 
The overall aim of this study was to explore the competencies for a programme in 
Child Nursing Science presented at an NEI in Gauteng. 
 
In order to achieve the aim of the study, the objectives were to focus on the child 
nursing practice in the setting and to 
o explore the competencies required by the child nurse practitioner in the child 
nursing practice and 
o refine the current programme in Child Nursing Science presented at an NEI. 
 
1.6 SCOPE OF THE STUDY 
 
This study was conducted at one NEI in Gauteng, South Africa. It can therefore not 
be regarded as representative of all the NEIs in South Africa. The views expressed 
in the questionnaires were those of individual child nurse practitioners and therefore 
not representative of any organisation or group. 
 
At the NEI in Gauteng a programme for an additional qualification in Child Nursing 
Science has been developed within the given framework of the SANC Regulation 
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212, (SANC 1993a:Par 6) relating to clinical courses. As stated in the curriculum at 
the NEI under study, the purpose of this qualification provides: 
o graduates who have knowledge, specific skills and applied competence in the 
field of child nursing and 
o a cadre of child nurse specialists who can act as leaders, managers and clinical 
nurse specialists in the clinical practice. 
 
The exit level outcomes of the programme in Child Nursing Science in the curriculum 
at the NEI under study determine that the students in Child Nursing Science should 
meet the following objectives: 
o respect the dignity and uniqueness of man in social, cultural and religious 
contexts within the framework of comprehensive health care 
o apply a realistic innovative scientific approach in the management and rendering 
of health care, within the context of child nursing 
o be pro-active with regard to community empowerment, involvement and 
assessment within child nursing, and promote the practice of nursing in 
accordance with professional norms and ethical codes 
o act as leaders with regard to education in child nursing, and manage complex 
problems using a wide variety of theories and critical creative thinking. 
 
Although the exit level outcomes in the programme for Child Nursing Science in the 
curriculum of the degree provided by the NEI compare favourably with the course 
objectives as set by the SANC (1993a:Par 6), the researcher had to consider the 
partnership with Higher Education as well as the guidelines in competencies as 
provided by the SANC (2004a:30,47-53). A grey area was identified as regards the 
competencies required by child nurse practitioners to manage child nursing in the 
domains of practice in the changed health care settings. 
 
A further discussion of the setting is provided in this chapter (view Section 1.8.1). 
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1.7 SIGNIFICANCE OF THE STUDY 
 
The researcher believes that the findings of the study will lead to a deeper 
understanding of competencies required by child nurse practitioners when managing 
child nursing in the domains of child nursing practice. The value of the study can be 
discussed in terms of theoretical and practical significance. 
 
1.7.1 Theoretical significance 
 
By exploring and describing the different competencies as well as evaluating their 
relationships with child nursing practice, the knowledge, skill and attitude child nurse 
practitioners are expected to have are made more visible. In addition, these 
competencies are validated by child nurse practitioners and stakeholders involved in 
child nursing practice. It is the researcher’s opinion that the programme for Child 
Nursing Science needs to be evaluated and refined, and that the unique 
competencies and requirements of the child nursing practice should be placed 
centrally in a new educational programme. It is therefore envisaged that the outcome 
of the study will assist the SANC and FUNDISA to develop competencies specific for 
child nurse practitioners in South Africa. 
 
1.7.2 Practical significance 
 
Based on the research findings, the refined competencies adopted in the programme 
for Child Nursing Science will guide the educator at the NEI. The child nurse 
educator will have evidence-based information about the competencies required by 
child nurse practitioners, on which education and training can then be based. Child 
nurse practitioners can then apply knowledge, skill and attitudes in child nursing 
practice in order to deliver quality care to the child and the family. 
 
One of the expectations of stakeholders or organisations who permit employees to 
enrol for the programme in Child Nursing Science is to have proficient and expert 
child nurse practitioners in child nursing practice. The collaboration with stakeholders 
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and refinement of the competencies for the programme in Child Nursing Science will 
improve this expectation. 
 
1.8 RESEARCHER’S FRAME OF REFERENCE 
 
The researcher has been working as a child nurse practitioner for 24 years in both 
the private and public sector. She has worked at the NEI for 21 years and is currently 
responsible for the education and training of child nurse practitioners on a post-basic 
level. She developed the programme for the Diploma in Child Nursing Science in 
1995 and the first programme was presented in 1997. Child nurse practitioners from 
both the public and private sector enrol for this programme in Child Nursing Science.  
 
Creswell (2003:184) identifies two roles of a researcher that was applied in this 
study. 
o Firstly, the researchers’ past experiences provided a profound background on 
which she could base the identified research problem, the content of the 
programme in Child Nursing Science and the significance of the study (view 
Sections 1.7; 1.7.1 and 1.7.2). 
o Secondly, the researcher has professional relations with child nursing practice 
and child nurse practitioners that utilise the NEI for post-basic training in Child 
Nursing Science. Therefore it provided a personal association with the possible 
stakeholders and respondents (view Section 3.3.2.3). The association could 
further enhance the collaboration between the child nurse practitioners and the 
NEI and increase the number of respondents completing and returning the 
lengthy questionnaire (view Section 3.3.2.3; Table 3.5 and Annexure B). 
 
The researcher’s frame of reference for this study is further described in terms of the 
setting in which the study was conducted, the relevant paradigm adopted, 
assumptions of the researcher and a clarification of the key concepts. The following 
discussion will focus on each of these mentioned references which formed part of 
the orientation to the study. 
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1.8.1 Setting 
 
The pivotal point of interest in this study was competencies, child nursing practice, 
sick children and their families, and the content of the programme in Child Nursing 
Science as perceived by the child nurse practitioners involved in the nursing care of 
children. 
 
The setting for this study was an NEI in Gauteng, one of the nine provinces in South 
Africa, that presents the programme in Child Nursing Science. The programme in 
Child Nursing Science is one of the clinical programmes in the curriculum for the 
post-basic bachelor degree at the selected NEI. Professional registered nurses from 
both the public and private hospitals enrol for the programme, which was introduced 
in 1997. The programme is currently structured as prescribed by the SANC 
(1993b:Par 6) and is offered as part of a three year bachelor degree in nursing. The 
purpose for the current programme as presented in the curriculum utilised at the NEI 
is to provide child nurse practitioners (the students) with competencies (view Table 
1.1). 
 
Table 1.1 summarises the content of the programme in Child Nursing Science as 
presented at the NEI.  
 
Table 1.1: Summary of the content in the current programme for Child Nursing 
Science  
Child Nursing Science (290 credits) 
Clinical Nursing Science: 
(125 credits) 
 Applied Basic Health Sciences: 
• anatomy 
• physiology 
• pathology and patho-physiology 
 Child Nursing Science: 
• viewpoints and approaches 
• professional ethical norms and legal provision for 
professional practice 
• assessment of the developmental and health status and 
appropriate nursing within family, group and community 
context 
• family-centred nursing care of the newborn 
• referrals and referral resources 
• quality improvement programmes 
• dynamics of nursing practice during illness and 
hospitalisation 
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Child Nursing Science (290 credits) 
Systems of Nursing 
Practice: Child health and 
paediatrics: (115 credits) 
 Basic emergency care 
 Haemodynamic monitoring 
 Applied pharmacology 
 Forensic nursing: 
• victomology 
• crisis intervention 
• medical law 
• forensic pathology 
• clinical medical jurisprudence 
 Health profile of the child population 
 Policies and legislation 
 Assessment of the development and the health status of the 
child 
 Diagnostic and treatment methods for disorders affecting the 
child 
 Contemporary factors and issues influencing health 
 Social, cultural and transcultural considerations 
 Aetiology of disorders and disabilities 
 Primary, secondary and tertiary prevention of disease 
Clinical Nursing Practical: 
(50 credits) 
 
 Systematic approach to high-risk children in various phases of 
development in preventative, promotive, curative and 
rehabilitative health situations, of which at least five are 
monitored 
 Systematic approach to the care of the child in hospital or other 
settings: 
• structured play activities 
• group activities 
• identification and utilisation of peer group influence and 
support 
• at least five sessions of crisis support for the child and 
relatives 
• health education for children and families in different 
developmental phases 
• creating a therapeutic milieu for a child whose normal 
functioning is impaired 
 At least one clinical in-service education programme for 
paediatric nurses 
 At least five sessions of supportive guidance of personnel on 
intrapersonal, interpersonal, staff and patient problems 
 Situational analysis and health promotion proposals 
 Act as expert and primary practitioner in multidisciplinary setting 
 Setting standards for at least 1 child nursing situation 
Source: Nursing Education Institution: Programme for Child Nursing Science in the 
curriculum for a bachelor degree (2004) 
 
Gauteng is one of the geographical feeding areas for students who enrol for the 
programme in Child Nursing Science. Students are from the public as well as private 
health care institutions that have professional registered nurses working in the child 
nursing practice. Associated with immigration and urbanisation (Bradshaw cited in 
Barron & Roma-Reardon 2008:52-54), Gauteng has developed a cosmopolitan 
demographic image that consists of various races, cultures, ethnicities, socio-
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economical classes, immigrants and informal settlements (Bradshaw cited in Barron 
& Roma-Reardon 2008:52-54). Students are therefore exposed to unique situations 
in the child nursing practice which contributes to the need for formal education in 
child nursing. 
 
Table 1.2 summarises the child nursing practices in Gauteng that utilise the NEI for 
further education and training of child nurse practitioners. About 269 child nurse 
practitioners, 32 clinical facilitators and 13 nurse educators, trained as child nurse 
practitioners, practise in these settings. These numbers are not official statistics of 
the SANC, but an approximated indication after contact was made with the different 
hospitals in the setting to request the numbers of trained child nurse practitioners 
working in the different child nursing practices in Gauteng. 
 
Table 1.2: Summary of child nursing units that utilise the NEI in Gauteng 
Type of health care facilities Number of hospitals Number of child nursing units 
Public  28 54 
Private 63 51 
Military 1 2 
District 1 1 




A paradigm is a world view or a general perspective on the complexities of the real 
world (Gerrish & Lacey 2010:331; Polit & Beck 2010:14). Nursing research is mainly 
conducted in two broad paradigms, namely the positivistic and naturalistic paradigm 
(Babbie 2005:32; Gerrish & Lacey 2010:331). The naturalist paradigm regards reality 
as multiple and subjective which are mainly constructed by individuals. In contrast, 
the positivistic paradigm regards the nature of reality as a reality that exists in the 
real world and is driven by real natural causes. This is consistent with the view of 
Polit and Beck (2010:14-15) who state that positivists believe reality exists and can 
therefore be studied. Krauss (2005:760) supports this principle by stating that a 
positivistic approach is a way to get the truth, and deductive reasoning can be used 
to postulate a theory which can be tested. Furthermore, empiricism plays the central 
role in observation and measurement when a study is conducted within a positivistic 
paradigm (Krauss 2005:760). 
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This study was conducted within a positivistic paradigm. Competencies for the 
Specialist Paediatric and Child Health Nurse (ACPCHN 2006) and the Cuthbertson 
Diagrammatical Matrix (ACPCHN 2006:34) (view Figures 1.1 and 2.1) were adapted 
to be appropriate for the South African context (view Figure 2.2) and then utilised to 




Assumptions are statements that are taken for granted or considered true even 
though they have not been scientifically tested (Brink, Van der Walt & Van Rensburg 
2006:25; Polit & Beck 2010:14). According to Brink et al (2006:25), assumptions 
determine the nature of concepts used in a research, definitions and their 
relationships. Burns and Grove (2009:40-41) propose that assumptions are deeply 
rooted in frameworks, the design of a study as well as in the interpretation of results 
and they therefore influence the logic of the study.  
 
The following assumptions applied to this study. 
o Objectivity is sought during an investigation (Polit & Beck 2010:15) through the 
utilisation of quantitative, non-experimental research approaches and the 
construction of a self reported questionnaire. 
o Family-centred care is regarded as a unique shared-care nursing approach to 
deliver care to sick and healthy children in partnership with the family (Ball, 
Binder & Cowen 2012:20; Hutchfield 1999:1181). The family is acknowledged as 
a constant in the life of a child and the family-centred approach utilises the 
strengths of the family (Ball et al 2012:21; Hughes 2007:2341-2342). 
o Competencies required by child nurse practitioners include all the components of 
knowledge, skill and attitudes which are specific and unique to the child nursing 
practice in which the child nurse practitioner performs nursing tasks correctly and 
skillfully (O’Shea 2002:175). 
o Domains encompass the different areas of practice where clinical and 
professional roles and functions of the child nurse practitioner necessitate 
interaction in a professional capacity with the sick child and its family by utilising 
specific competencies (ACPCHN 2006:10,34). 
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1.8.4 Conceptual framework 
 
It is the view of Smyth (2004:167) that the efficiency and usefulness of utilising a 
conceptual framework to guide research is reflected in the way it assists to describe 
ideas for, or principles of, a particular field selected for a study as well as the content 
needed to explore new challenges. Principles and descriptors utilised in a conceptual 
framework should, according to Smyth (2004:168), assist the exploration and 
investigation of content in a systematical manner and lead to insight when describing 
new contemporary practice (refer to Chapter 2). 
 
Referring to the publication of Goetz and LeCompte (1984), Smyth (2004:168) states 
the utilisation of a conceptual framework will contribute to the methodological 
approach and data analysis of research. Application of a conceptual framework will 
therefore keep the study on track, provide reference points for discussion of literature 
and enhance the correct formulation of the later findings and recommendations 
(Smyth 2004:169). Brathwaite (2003:[1]) is of the same opinion when reflecting on 
the selection and use of conceptual frameworks as models to guide research. 
 
Smyth (2004:168) advises that the utilisation of a conceptual framework should be 
done with great caution. A conceptual framework is the result based on the 
knowledge of experienced people and should never be used as a power tool when 
conducting a study. Furthermore, the utilisation of a conceptual framework which 
defines and clarifies certain practice occurrences within a particular setting, leads to 
the potential for the researcher to explore and investigate practice occurrences in 
other similar settings. Brathwaite (2003:[1]) upholds that the selection of a 
conceptual framework used to guide research should only be done after different 
frameworks available in the selected field of research have been analysed. 
 
After considering the views of Smyth (2004) and Brathwaite (2003), the Cuthbertson 
Diagrammatical Matrix cited in Competencies for the Specialist Paediatric and Child 
Health Nurse (ACPCHN 2006:34) was selected for this study. The Cuthbertson 
Diagrammatical Matrix as conceptual framework was utilised to guide the 
development of competencies required by the child nurse practitioner. From the 
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Cuthbertson Diagrammatical Matrix, the different domains of the child nursing 
practice were delineated. Figure 1.1 depicts a schematic representation of the 






















Figure 1.1: Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) 
 
In Figure 1.1 a schematic depiction of the Cuthbertson Diagrammatical Matrix is 
given. The Cuthbertson Diagrammatical Matrix was selected as the conceptual 
framework to guide and structure the study. The ACPCHN adheres to this 
diagrammatical matrix as the model on which their competencies for the Specialist 
Paediatric and Child Health Nurse are based (ACPCHN 2006:13-24). The 
Cuthbertson Diagrammatical Matrix represents the competencies required by child 
nurse practitioners, within the domains of practice which includes managing nursing 
and health care in a variety of age groups while, at the same time, taking into 
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account the needs of the sick child and its family (ACPCHN 2006:34) (view Section 
2.2 as well as Figures 1.1 and 2.1). 
 
The Cuthbertson Diagrammatical Matrix reveals competencies of knowledge, skills 
and attitudes unique to the needs of the child and discloses that these competencies 
are essential for practicing child nursing (view Sections 2.2.1; 2.2.2; 2.2.3 and 2.2.4 
as well as Tables 2.1; 2.2; 2.3; 2.4 and 2.5). Interaction exists between the different 
components of the Cuthbertson Diagrammatical Matrix to provide health changes 
and adaptations to the unique needs of the child and family.  
 
The development of the domains of clinical practice and description of competencies 
were necessitated by the belief that every child has the basic right to health care 
(ACPCHN 2006:7). The scope of professional practice in the description of these 
competencies was considered. The domains of practice thus included child nursing 
practice-related aspects such as the clinical practice of child nursing, education, 
consultation, the quality of child nursing practice and research and coordination in 
child nursing practice (view Section 2.2.4).  
 
The focus of the Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) starts with 
the nursing care needs of the child and the family and spreads over the continuum of 
health care (ACPCHN 2006:7). The health care continuum includes children from 
birth to 18 years in different stages of their development and in context of the family, 
hence the family-centred approach. The lateral basis of this diagrammatical matrix 
visualises the development of the child nurse practitioner from a competent to a 
proficient child nurse practitioner who has the ability to deliver comprehensive 
nursing care to the child. This part of the diagrammatical matrix is based on Benner’s 
stages of clinical competence - from novice to expert (Benner 1984:13-49) (view 
Section 2.2.2). 
 
An in-depth discussion on the different components of the Cuthbertson 
Diagrammatical Matrix is provided in Chapter 2. 
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1.8.5 Clarification of key concepts 
 
At this point the key concepts for the purpose of this study are formulated to define 




The starting point for the application of competencies in this study is consistent with 
the view of the Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO) (2006:394) which define ‘competencies’ as “a determination of an 
individual’s skills, knowledge and capabilities to meet defined expectations” when 
performing a task. (Determination in this statement implies measurement). 
 
Furthermore, the concept ‘competencies’ is discussed with reference to the 
definitions found in Webster’s Dictionary (2005:348): 
o Competent: “properly or sufficiently qualified: capable, adequate for the 
stipulated purpose.” 
o Competence: (1) “the state or quality of being adequately well-qualified: ability”; 
(2) “specific range of skill, knowledge, ability.” 
o Competent (adj): “connotes public understanding of certification.” 
o Latin origin: to compete: “to strive against one another or others to attain a goal, 
such as an advantage or victory.” 
o Competence (noun): “Connotes professional judgment of an individual’s ability 
or capability (to do certain things) based on education, training, experiences and 
special assessment.” 
 
Competencies as applied in this study refer to a cluster of activities which include 
knowledge aspects needed knowing and understanding clinical performance. In 
addition, in this study the word ‘skill’ is selected and refers to the skill, based on 
cognitive knowledge, which were specifically developed to accomplish the 
appropriate attitudinal approach to the practice of child nursing and demonstrate the 
required behaviour and interaction in child nursing practice. Throughout this study 
the word “skill” is selected to explore and describe the competencies in the 
programme for Child Nursing Science. These competencies form the basis of the 
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In this study a programme is regarded as consisting of competencies, including 
knowledge, skill and attitudes. 
 
1.8.5.2 Child nursing education 
 
According to the Concise Oxford English Dictionary (2006:451) ‘education’ involves 
the teaching of people on a variety of subjects. The definition further explains that 
“education of a particular kind involves teaching” of a “particular issue”. 
 
‘Child nursing education’ is a programme for further study in child nursing at a SANC 
approved NEI (SANC 1993a:Par 2). After successful completion of the programme in 
Child Nursing Science, the registered nurse is registered as a child nurse practitioner 
with an additional clinical qualification at the SANC (R212, 1993a:Par 1). For the 
purpose of this study an NEI in Gauteng was the approved training institution at 
which the programme, Child Nursing Science, was offered as an additional 
qualification. 
 
1.8.5.3 Child nurse practitioner 
 
Section 1 of the Nursing Act (Republic of South, Act No 33 of 2005a) defines a 
‘practitioner’ as “any person registered in terms of section 31(1) of this Act.” A ‘child 
nurse’ forms part of the above identified group of practitioners and who is therefore 
registered with the SANC under section 30(1) of the Nursing Act (Republic of South 
Africa, Act No 33 of 2005a) as a professional nurse. The Act gives in section 30(1) 
the definition of a professional nurse as “a person who is qualified and competent to 
independently practice comprehensive nursing in a manner and to the level 
prescribed and who is capable of assuming responsibility and accountability for such 
practice”. 
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In the Nursing Act (Republic of South Africa, Act No 33 of 2005a) section 31(12), the 
registered nurse is described as “a person who has completed a programme 
qualifying him or her for registration in another category” (Republic of South Africa 
2005a). 
 
For the purpose of this study ‘child nurse practitioner’ refers to a qualified and 
competent professional nurse who, according to section 30(1) of the Nursing Act 
(Republic of South Africa, Act No 33 of 2005a), “independently practices 
comprehensive nursing” within child nursing practice and is registered with the 
SANC for an additional qualification in Child Nursing Science. 
 
1.8.5.4 Child nursing practice 
 
The SANC (1994:4) reflects on ‘clinical’ as the environment where patients are 
nursed. The concept ‘practice’ is not separately defined but viewed by the SANC in 
relationship with nursing. Therefore, the SANC (1994:22) regards the nursing 
practice as the domain or field which is legally defined and has a scope of practice 
within which a registered or enrolled person practices nursing.  
 
Nursing, according to the Nursing Act No 33 of 2005 (Republic of South Africa 
2005a:Par 1) means a “caring profession practiced by a registered person under 
section 31, which supports, cares for and treats a health care user to achieve or 
maintain health, and where this is not possible, cares for a health care user so that 
he or she lives in comfort and with dignity until death”. 
 
In this study ‘child nursing practice’ refers to the clinical environment in a hospital, 
health care facility and/or community dedicated to the management of sick and 
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1.8.5.5 Domain of practice 
 
According to the Concise Oxford English Dictionary (2006:424) a ‘domain’ is an area 
or “sphere of activity or knowledge.” The ACPCHN (2006:10) states that a domain is 
an area of professional practice. 
 
For the purpose of this study a ‘domain’ is regarded as the clinical area where the 
child nurse practitioner interacts with the sick and healthy children and their families 
while utilising specific competencies (view Chapter 2: Sections 2.2.4 and 2.3.5). 
 
1.8.5.6 Nursing Education Institution 
 
The Nursing Act No 33 of 2005 (Republic of South Africa 2005a:Par 1) defines a 
‘nursing education institution’ as any nursing education institution accredited by the 
SANC. According to the SANC (R 425 of 1985a:Par 1(iii)) a ‘nursing college’ means 
a post-secondary educational institution which offers professional nursing education 
at basic and post-basic level where such nursing education has been approved in 
terms of section 42(3) of the Nursing Act No 33 of 2005 (Republic of South Africa 
2005a). 
 
According to the SANC terminology list (SANC 1994:21), a ‘nursing education 
institution’ is a post-secondary educational institution approved by the SANC as a 
nursing school at which specific prerequisites are met. 
o Legal enablement for its existence and maintenance: 
• Cooperation agreement with a university 
o Organisational structures: 
• College Council and its committee 
• College Senate and its committees  
o Approved curriculum 
o Approved system for the management of examinations 
o Adequately prepared teaching staff 
o Access to adequate facilities supported by formal agreements with authorities 
(public or private) in respect of each of the clinical facilities. 
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For the purpose of this study the NEI refers to a specific NEI in Gauteng where the 
programme in Child Nursing Science for education and training of child nurse 




Clarification of the concept ‘refinement’ is based on the definition in the Concise 
Oxford English Dictionary (2006:1208). In terms of this study ‘refinement’ is regarded 
as the action or process of improving (refining) the competencies in the programme 
for Child Nursing Science. Refinement in this study also implies that the 
competencies required by the child nurse practitioner in the child nursing practice are 
explored to identify the required as well as unnecessary competencies. Thereafter 
changes will be made to the programme in Child Nursing Science to improve 
(‘refine’) the programme. 
 
Regarding refinement in this study as the process of refining competencies, the 
outcome will be congruent with the requirements of the child nurse practitioner in 
order to manage child nursing. Refinement includes comparing the competencies in 
the current programme in Child Nursing Science with the competencies described by 
the ACPCHN (2006), the WHO Europe Children’s Nursing Curriculum (WHO 2003), 
legislation guiding education and training in South Africa and views of stakeholders 
in child nursing practice.  
 
1.9 RESEARCH PROCESS 
 
Gerrish and Lacey (2010:13) opine research is a process of inquiry that is followed to 
answer the research question. The research process in this study included five major 
phases, namely: 
o Phase 1: Conceptual 
o Phase 2: Design and planning 
o Phase 3: Empirical 
o Phase 4: Analytic 
o Phase 5: Dissemination 
                                                                                Chapter 1: Orientation to the study 
 
 
 - 24 - 
Each of the five phases included specific steps as delineated in Table 3.1 and 
discussed in depth under Sections 3.3 to 3.4.2.3. The research process in this study 
included the research design and methods used.  
 
A research design is referred to by Polit and Beck (2010:567) as a “general plan for 
addressing research questions, including specifications for enhancing the studies’ 
integrity”. Green and Thorogood (2004:34) state the research design is “the what, 
how and why of data production” in order to answer the research question. 
Accordingly, the research design refers to the way in which the researcher addresses 
the research question (Burns & Grove 2009:35,237; Polit & Beck 2010:74-75, 222-
223). The nature of the research design utilised in this study was quantitative, non-
experimental, descriptive, exploratory and of an applied nature. 
 
Polit and Beck (2010:560) define a research method as the “steps, procedures and 
strategies for gathering and analysing data in a research investigation”. The research 
method consists of both the research design and the methodology. 
 
This section summarises the methods used to gather and analyse data in this study. 
It provides a short description of the research design, sampling plan, data collection, 
data analysis and the procedures followed by the researcher to guide this study. 
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Table 1.3: Summary of the research method 
Sampling plan Data collection Data analysis Reliability and validity 
Population 
Child nurse 
practitioners working in 
child nursing practice 
in public and private 
health care facilities in 
Gauteng, South Africa 







(view Section 3.3.2.3) 
 
Timeframe 
01/08/09 to 01/11/09 
(view Section 3.3.2.3) 
 
Sample plan and 
sample size 
o 82 
(view Section 3.3.2.3; 












Annexure  B) 
 
Computer package 
o SPSS version 12 







o Assistance of 
professional 
statistician 
(view Section 3.3.4.2) 
 
Pre-test 
o Conducted by experts 
(view Section 3.4) 
o Included specific guidelines for 
pre-testing and judging of the 
content 
(view Section 3.4) 
Content validity ensured by 
o Structured, self reported 
questionnaire 
(view Section 3.4.1.1) 
o Content validity index: four point 
Likert scale with numerical rating 
value 
(view Section 3.4.1.1) 
o Theoretical underpinning 
(view Chapter 2) 
o Literature review 
(view Chapter 4) 
o Representative population  
(view Section 3.3.2.2 and Figure 3.4) 
o Use of expert supervisors 
o Professional statistician 
(view Annexure C) 
o Covering letter accompanying 
the structured, self reported 
questionnaire to prevent 
misinterpretation 
(view Annexure B) 
 
Face validity 
o Professional statistician 
o Experts who judged the items 
according to the four point Likert 
scale 
(view Section  3.4.1.1) 
 
In Chapter 3 a detailed discussion on the research process is provided. 
 
1.10 ETHICAL CONSIDERATIONS 
 
Research ethics involves protecting the rights of the respondents and the institutions 
in which the research is conducted, and maintaining scientific integrity (Babbie & 
Mouton 2001:530; Burns & Grove 2009:81; Gerrish & Lacey 2010:28). According to 
Burns and Grove (2009:184), in order to maintain a high standard of research, the 
conduct of nursing research requires not only expertise and diligence, but also 
honesty and integrity. Ethical considerations in research are also essential to 
generate sound knowledge for practice. Polit and Beck (2010:140) maintain that, in 
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order to ensure a high standard of research, ethical guidelines are set to direct 
researchers.  
 
To ensure that ethical considerations were adhered to and maintained in this study, 
the research proposal was sent for approval to the Research and Ethics Committee 
at the Department of Health Studies of the University of South Africa prior to 
commencement of the study (view Annexure B).  
 
In light of the confidential nature of the information collected in this study, and the 
possible legal consequences in case of any breach of confidentiality, the researcher 
maintained a professional standard pertaining to all issues of confidentiality (view 
Section 1.10; Annexure B: Informed consent). Every respondent was treated with 
respect and dignity. All respondents were assured that their privacy would be 
respected at all times. Such private information consists, according to Burns and 
Grove (2009:194-196) of “attitudes, beliefs, behaviors, opinions and records”. The 
human rights of all participants were recognised and protected in accordance with 
the guidelines outlined in Burns and Grove (2009:189-199). The respondents’ right to 
self-determination, privacy, anonymity and confidentiality were assured. 
 
Brent (1990), Nusbaum and Chenitz (1990), and Rosse and Krebs (1999) cited in 
Burns and Grove (2009:201) agree that it is essential to obtain informed consent 
from respondents for the conduct of ethical research. In the current study the 
researcher included an informative covering letter explaining the title, purpose and 
objectives of the study and also a composed informed letter of consent. The letter of 
approval from the Ethical Committee was included (view Annexure A). The covering 
letters and informed consent letters were distributed to respondents with the request 
that those respondents who decided to participate in the study, should sign the letter 
of consent. The respondents were assured that the following ethical considerations 
would be adhered to in order to promote ethical conduct in this study.  
o Voluntary consent would be obtained by providing all respondents the opportunity 
to consent or decline to participate in this study. In this way, participation 
remained voluntary. Respondents were also reassured that, if they wanted to 
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discontinue at any given time, no reason needed to be provided and their 
withdrawal would not incur any negative consequences whatsoever. 
o The respondents were fully informed (Polit & Beck 2010:127) of the purpose of 
the study, type of data (structured, self reported questionnaire), the research 
procedure, as well as their rights regarding participation. This is consistent with 
the view of Brink et al (2006:35). 
o The respondents were further guaranteed that the information they provided 
would not be used against them in any harmful or exploiting manner (Polit & Beck 
2010:121-122). Brink et al (2006:32) share this opinion by stating that 
respondents have the right to be protected from harm. 
 
Anonymity was ensured by clearly stating in the participant leaflet (view Annexure B) 
that the data obtained from respondents could be reported in scientific journals, but 
no disclosure of any information that could identify them as participants, or identify 
their specific child nursing practices would be revealed (Gerrish & Lacey 2010:31). 
The right to privacy and confidentiality was strictly preserved in this study. 
 
Burns and Grove (2009:188) and Polit and Beck (2010:121) state that the Belmont 
Report articulates three primary ethical principles upon which standards of ethical 
conduct in research are based, namely: 
o beneficence 
o respect for human dignity 
o justice 
 
Each of these concepts is discussed in Sections 1.10.1; 1.10.4 and 1.10.5. 
 
In this study the following ethical guidelines were taken into consideration and will be 
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1.10.1 Principle of beneficence 
 
One of the most fundamental ethical principles of research is that of beneficence. In 
order to adhere to this principle it is essential, according to Brink et al (2006:32), to 
secure the well-being of the respondents and to maximise the benefits for both the 
researcher and the respondents (Polit & Beck 2010:121). In this study the benefit 
was to advance knowledge relating to competencies required by child nurse 
practitioners. 
 
1.10.2 Freedom from harm 
 
Since discomfort and harm may be physical, emotional, spiritual, economic, social or 
legal, the study was conducted in a safe environment and with sensitivity. To prevent 
the respondents from harm, this study answered to the ethical principle of non-
maleficence (Polit & Beck 2010:121). Careful consideration was given to framing the 
questions in such a way that no harm would be inflicted upon the respondents. 
Discomfort can present in many forms. According to Polit and Beck (2010:121), one 
such example is stress. During the construction of the structured, self reported 
questionnaire stress was perceived as a challenge because of the time predicted to 
complete the lengthy questionnaire. The lengthy structured, self reported 
questionnaire was needed to evaluate the competencies in the different domains of 
child nursing practice. In order to identify the competencies required by child nurse 
practitioners in Gauteng to refine the programme in Child Nursing Science, the 
structured, self reported questionnaire was based on Competencies for the 
Specialist Paediatric and Child Health Nurse (ACPCHN 2006:13-24), the World 
Health Organization (WHO) Europe Children’s Nursing Curriculum (WHO 2003:14-
30), the current programme in Child Nursing Science presented at the NEI (view 
Table 2.5) and the views of stakeholders involved in child nursing practice. Adequate 
time was allocated to complete the structured, self reported questionnaire correctly 
to provide subsequent data required for refinement of the programme in Child 
Nursing Science. Therefore, in the participant leaflet the approximate time it would 
take to complete the structured, self reported questionnaire was clearly stipulated 
                                                                                Chapter 1: Orientation to the study 
 
 
 - 29 - 
(45 to 50 minutes) and respondents were given sufficient time for the completion of 
the questionnaires (view Chapter 3: Section 3.3.2.4) 
 
1.10.3 Freedom from exploitation 
 
Respondents were assured that their participation and the information provided 
would not be used against them in any way (Polit & Beck 2010:122). The benefits of 
this study were outlined, namely: 
o An increase in the knowledge and skill of the child nurse practitioner with regard 
to the competencies for child nursing practice. 
o An improvement in the understanding and delivery of health care to children and 
their families. 
o A significant contribution to enhance the quality of nursing care to children and 
their families. 
o A positive contribution to the development of a body of knowledge for the child 
nurse practitioner and the nursing profession. 
 
The identified benefits were consistent with the explanation given in Brink et al 
(2006:39) of the benefit-risk ratio. The researcher concluded that exploitation 
appeared to be a minute risk. The benefit-risk ratio of all concerned was considered 
and the conclusion was reached that benefits exceeded risk.  
 
Benefits of the respondents were commensurate with the benefits for society and 
those for the nursing profession. It is the researcher’s honest opinion that this 
research will benefit the sick children in Gauteng, as well as child nursing practice at 
large.  
 
1.10.4 Principals of respect and human dignity 
 
The principles of respect and human dignity involve diminished autonomy, the right 
to self-determination, the right to full disclosure and the right to fair and equitable 
treatment. This is consistent with the view of Polit and Beck (2010:122). The 
application of these principles is discussed next. 
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1.10.4.1 Diminished autonomy 
 
The identities of all respondents who participated in this study were protected. Their 
names, or any other form of identification, were not disclosed in any way, neither 
would it be disclosed in the study or in publications based on the research findings. 
 
1.10.4.2 The right to self-determination 
 
The right to self-determination was explicitly stated in the informed consent letter 
(view Annexure B). The rights of all persons who refused to participate were 
respected and no means of coercion were applied (Gerrish & Lacey 2010:28). 
 
1.10.4.3 The right to full disclosure 
 
The full nature of this study, the respondents’ responsibilities and the possible risks 
and benefits that could be incurred was fully disclosed in writing as suggested by 
Polit and Beck (2010:123). Also, as emphasised by Polit and Beck (2010:123) the 
nature of this study excluded any form of deception. 
 
1.10.4.4 The right to fair and equitable treatment 
 
This principle holds that each respondent’s right to fair and equitable treatment will 
be ensured. The following measures were taken to ensure that this principle was 
adhered to: 
o All identified child nurse practitioners were invited to participate in this study; 
therefore all had an equal chance to decide whether they wanted to participate or 
decline the invitation to participation. 
o All the respondents were treated with respect and courtesy. 
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Table 1.4: Summary of the application of the principles of the Nuremberg Code 
Principles of the Nuremberg 
Code 
Application in this study 
Voluntary consent is essential 
 Reading the participation leaflet and signing the informed 
consent resulted in voluntary participation in the study   
(view Annexure B) 
The study should yield fruitful results for 
the good of society 
 The results of the structured, self-reported questionnaire  
(view Chapter 4) 
Previous results should justify the study 
 The researcher used Competencies for the Specialist 
Paediatric and Child Health Nurses of the ACPCHN and 
conducted a thorough theoretical underpinning as well as a 
literature review (Chapter 2) on the topic for validity and 
reliability - which justified the study 
(view Chapter 2) 
The study should avoid all unnecessary 
physical and mental suffering and injury 
 In this study there was no risk for physical or mental 
suffering or injury to the respondents as no physical 
activities, testing or psychological interventions was 
anticipated  
 The completion of the structured, self reported 
questionnaire took approximately 45 to 50 minutes   
(view Section 3.3.2.4 and Annexure B) 
No study should be conducted if it is 
believed death or disabling injuries will 
occur 
 The aim and objectives of the study were provided to each 
participant by means of the participant leaflet  
 This study involved no harmful activities which could have 
led to disabling injuries or death 
(view Annexure B) 
The degree of risk should never exceed 
the potential benefits of the study 
 In this study there were no risks for the participant; potential 
benefits of the study were regarded as significant  
(view Section 1.7 and Annexure B) 
The study should only be conducted by 
qualified persons 
 The researcher is a child nurse practitioner with 24 years’ 
experience in the clinical environment 
 She has successfully completed a research methodology 
module  
 In addition, the supervisors were both recognised 
researchers who guided the researcher in conducting the 
study 
(view Section 1.8) 
Source: Adopted from Burns and Grove (2009:185-186) 
 
1.10.5 Principle of justice 
 
The selection of the respondents for inclusion in this study was based on the fact 
that they were all registered professional practitioners working in a child nursing 
practice where they were managing children and their families. This guaranteed that 
the respondents were included based on the aim of the research (view Section 1.5) 
and ensured the right to fair and non-prejudicial treatment (Burns & Grove 2009:706; 




                                                                                Chapter 1: Orientation to the study 
 
 
 - 32 - 
1.11 LAYOUT OF THE STUDY  
 
The chapter outline of this study is as follows: 
o Chapter 1: Orientation to the study: Introduces the background and rationale, 
problem statement and the aim of the study. It presents the objectives and 
significance of the study, delineates the researcher’s frame of reference, and 
explains the research process and ethical considerations considered during the 
study. 
o Chapter 2: Theoretical underpinning: Presents a theoretical underpinning 
based on the Cuthbertson Diagrammatical Matrix as adopted from the ACPCHN 
(2006:34) and utilised as the fundamental underpinning of the study. This chapter 
also includes a discussion of some of the general competencies as perceived by 
the SANC in the Draft Charter of Nursing Practice (SANC 2004a) and a 
conceptual framework adapted and adopted to guide education in the programme 
in Child Nursing Science presented by the NEI. Comparison of competencies in 
the current programme for Child Nursing Science used at the NEI, Competencies 
for the Specialist Paediatric and Child Health Nurse (ACPCHN 2006:13-24) and 
the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30) are 
visualised in table format to identify similarities and differences. A discussion of 
the comparison that provided evidence on which the refinement of the 
programme in Child Nursing will be recommended, is also included. 
o Chapter 3: Research results and discussion: In this chapter the research 
process in terms of the research design and method as applied in the study are 
discussed in depth. 
o Chapter 4: Data analysis, findings and discussions: The data analysis and 
discussion of the findings as well as a discussion of relevant literature is 
presented. 
o Chapter 5: Conclusions, recommendations and limitations: This chapter 
concludes the findings of the study and presents the recommendations related to 
the refinement of the programme in Child Nursing Science presented at an NEI in 
Gauteng. Topics for future research based on the research findings are provided. 
Reflection forms the final part of this chapter where the researcher reveals 
personal development and beginner competencies as a researcher. 
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Current developments and changes in child nursing practice necessitate measures 
to improve managing the unique needs of sick children and meet the demands made 
by their families. To ensure that the education of child nurse practitioners is relevant 
and focuses or remains focused on the unique requirements of the child nursing 
practice, it was required to explore the competencies needed by child nurse 
practitioners.  
 
The information obtained from the findings provided evidence to evaluate the current 
programme in Child Nursing Science presented at an NEI in Gauteng for refinement 
of the programme. 
 
Chapter 1 introduced the current changes experienced and evident in child nursing 
practice. These changes were identified and seen as “triggers”; their influence on the 
competencies required by the child nurse practitioner when managing child nursing 
were recognised. The problem statement and aim of the study, the research 
objectives, the significance of the study as well as the paradigm and assumptions on 
which the study was based, were highlighted. The conceptual framework, namely the 
Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) utilised as the model, was 
briefly discussed. The aim of the discussion was to provide the reader with an 
overview of the components of the matrix which also formed part of the basis on 
which the structured, self reported questionnaire was constructed. The research 
methodology, population, sampling, data collection and data analysis were 
summarised in table format. The ethical considerations were also discussed.  
 
The conceptual frameworks discussed in Chapter 2 delineate the competencies 
required by child nurse practitioners to manage child nursing in the domains of 
practice. The conceptual frameworks for discussion is firstly, the Cuthbertson 
Diagrammatical Matrix (ACPCHN 2006:34) supported by an explanation of 
competencies as depicted in Competencies for the Specialist Paediatric and Child 
Health Nurse (ACPCHN 2006) which describes the utilisation thereof. The SANC 
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Draft Charter of Nursing Practice (SANC 2004a) that describes general 
competencies for South African nurse practitioners is also referred to. A discussion is 
then given on the adapted conceptual framework which was developed for the 
programme in Child Nursing Science presented at the NEI and was based on the 
two aforementioned conceptual frameworks. 
 
In Chapter 2 with a comparison in table format of competencies in the current 
programme for Child Nursing Science used at the NEI, Competencies for the 
Specialist Paediatric and Child Health Nurse (ACPCHN 2006:13-24) and the WHO 
Europe Children’s Nursing Curriculum (WHO 2003:14-30) display the similarities and 
differences. Finally, a short discussion on the differences is provided. 







































Mariné’s perception of being hospitalised 
 
2 THEORETICAL UNDERPINNING 










Chapter 1 provided an orientation to the study. In this chapter an overview of 
the Cuthbertson Diagrammatical Matrix as portrayed in Competencies for the 
Specialist Paediatric and Child Health Nurse by the ACPCHN is given 
(ACPCHN 2006). The conceptual framework that originated from the 
Competencies for the Specialist Paediatric and Child Health Nurse (ACPCHN 
2006:13-24) as depicted in the Cuthberson Diagrammatical Matrix (ACPCHN 
2006:34) will be discussed.  
 
Incorporating the Competencies for the Specialist Paediatric and Child Health 
Nurse (ACPCHN 2006:13-24) as depicted in the Cuthberson Diagrammatical 
Matrix (ACPCHN 2006:34), WHO Europe’s Children’s Nursing Curriculum 
(WHO 2003) and legislation guiding nursing education and training in South 
Africa, a conceptual framework was developed (view Figure 2.2). The 
systematic and extensive literature search for theoretical underpinning led to 
the development of a conceptual framework designed by the researcher to 
guide education in the programme Child Nursing Science at an NEI in 
Gauteng, a province in South Africa. The theoretical underpinning of the study 
further guided the researcher in developing the structured, self reported 
questionnaire presented to child nurse practitioners to provide these 
stakeholders an opportunity to provide inputs in the competencies required by 
child nurse practitioners.  
 
Note: 
1. The figure depicting the Cuthbertson Diagrammatical Matrix is duplicated in 
this chapter for the benefit of the reader as a systematic discussion of the 
different aspects of this matrix will follow. 
2. The ACPCHN refers to the child nurse practitioner as a “Specialist 
Paediatric and Child Health Nurse”. Therefore, in the discussion of the 
Cuthbertson Diagrammatical Matrix, the term “Specialist Paediatric and 
Child Health Nurse” will be adhered to. 
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2.2 CUTHBERTSON DIAGRAMMATICAL MATRIX 
 
The Cuthbertson Diagrammatical Matrix was utilised by the ACPCHN 
(2006:34) to represent the integration of the different domains of practice, 
managing nursing/health in a variety of age groups and the family and the 
competencies which indicate the role requirements for the paediatric and child 
health nurse specialist (ACPCHN 2006:34). The ACPCHN adhere to the 
diagrammatical matrix as the model on which their competencies for the 
paediatric and child health nurse specialist in Australia are based. In Figure 
2.1 is a schematic representation of the Cuthbertson Diagrammatical Matrix 




















Figure 2.1: Schematic representation of the Cuthbertson Diagrammatical Matrix 
(ACPCHN 2006:34) 
Managing Nursing/Health Care for 
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Specific competencies for managing nursing/health care for age groups and 
the family and each of the domains of practice are regarded as a prerequisite 
for the paediatric and child health nurse specialist which, in turn, leads to a 
high degree of professional performance (ACPCHN 2006:10). Competencies 
are therefore discussed concurrently with the two components: 1) managing 
nursing/health care for age groups and the family, and 2) domains of practice 
as it is integrated and embedded in these components. 
 
The definition for ‘competencies’ as presented in the Competencies for the 
Specialist Paediatric and Child Health Nurse (ACPCHN 2006:10) and the 
Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) was derived from 
Scully’s definition (1995:24) of competencies. Scully (1995:24) defines 
competencies “as the ability to nurse”. In Competencies for the Specialist 
Paediatric and Child Health Nurse ‘competencies’ is described as “an 
indication of the capacity of the professional to integrate knowledge, values, 
attitudes and skills in the world of practice” (ACPCHN 2006:10).  
 
An in-depth discussion on the different components of the Cuthbertson 
Diagrammatical Matrix is provided, which include: 
o specialist paediatric and child health nurse (view Section 2.2.1) 
o competent to proficient (view Section 2.2.2) 
o managing nursing/health care for age groups and the family (view 
 Section 2.2.3 and Sections 2.2.3.1 to 2.2.3.2) 
o domains of practice (view Section 2.2.4) 
o competencies (view Sections 2.2.4.1 to 2.2.4.5). 
 
2.2.1 Paediatric and child health nurse specialist 
 
The Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) schematically 
presented in Figure 2.1 refers to the ‘child nurse practitioner’ as a “paediatric 
and child health nurse specialist” (view Sections 1.8.5.3 and 2.2.1). The 
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ACPCHN (2006:11) describes the role and function of the paediatric and child 
health nurse specialist as follows: 
 
A specialist paediatric and child health nurse is a registered nurse 
who, as a result of post graduate education and in-depth clinical 
experience in paediatric and child health nursing practice 
possesses the advance knowledge and clinical skills necessary to 
provide specialist nursing care. 
 
The definition provided above emphasises the areas in which the paediatric 
and child health nurse specialist plays a major role and where his or her 
functioning is most significant, namely, education, consultation, clinical 
practice and research. The primary responsibility of these nurses is the direct 
application of clinical specialist competence in a variety of health care settings 
to enhance the holistic care of the child and family. The paediatric and child 
health nurse specialist bears the responsibility for the quality of nursing care 
standards provided to the child and family. These nurses must therefore 
demonstrate a sense of self-direction and accountability where development 
in this role is concerned. 
 
The ACPCHN (2006:8) refers to the paediatric and child health nurse 
specialist as “the provider of care”. The aspects that apply to the care provider 
include to: 
o provide care to children and work in partnership with them and their 
families to promote the highest possible state of health for each child 
o provide education and support to parents and/or carers thereby ensuring 
that optimal health is obtained and maintained for each child 
o practice in an environment where nursing services are required by children 
and young people, for example, a hospital, at home, in the community, a 
hospice and long-term care facilities. 
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In the Cuthbertson Diagrammatical Matrix the terms ‘Paediatric’ and ‘Child’ 
are included in the title, ’Specialist Paediatric and Child Health Nurse’ 
(ACPCHN 2006:7). These two terms reflect a ”contemporary, significant 
cohort of paediatric nurses and community child health nurses who met to 
discuss the traditional roles and scopes of paediatric and child health 
practices in Australia”. Concluding that significant similarities existed between 
the two disciplines with regard to philosophical beliefs, background to child 
and family development, and aspects of nursing in the practice and field, 
consensus was reached. By including both the terms in the title unites the 
context of practice with competencies unique to paediatric and child health 
nursing practice, and also respects and allows for individual differences in the 
specialist practice (ACPCHN 2006:11). 
 
2.2.2 Competent to proficient 
 
The concept ‘competence’ cannot be demarcated to a narrow and an exact 
definition where the practice of child nursing is concerned. However, the focus 
of the concept ‘competence’ when applied in child nursing practice can be 
endorsed by considering Benner’s definition (Benner 1984:297) of the concept 
‘proficient’ found in Competencies for the Specialist Paediatric and Child 
Health Nurse (ACPCHN 2006:11).  
 
According to Benner (1984:297), the focus of ‘proficient’ (‘proficiency’ or 
‘being proficient’) is:  
 
… (that) the proficient performer perceives situations as wholes 
rather than in terms of aspects, and performance is guided by 
maxims. The proficient performer recognizes the situation in terms 
of the overall picture. This person recognizes which aspects of the 
situation are most salient. The proficient performer has an intuitive 
grasp of the situation based on a deep background understanding. 
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Competent to proficient in the Cuthbertson Diagrammatical Matrix (ACPCHN 
2006:34) represents the integration of managing nursing/health care for age 
groups and the family, domains of practice and competencies to “achieve the 
level of care” as a paediatric and child health nurse specialist. Therefore the 
paediatric and child health nurse specialist as proficient performer perceives 
situations as a “whole” or “complete” rather than separate aspects of practice 
(ACPCHN 2006: 11). 
 
2.2.3 Managing nursing/health care for age groups and the family 
 
The Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:7) reflects on the relationships in the different childhood age 
groups. These include close contact or emotional bonds with two or more 
people who are joined together in a family relationship. Based on 
Competencies for the Specialist Paediatric and Child Health Nurse, the child 
as patient is not seen as separate from the family, but as being part of the 
family (ACPCHN 2006:7). The focus should therefore be on the child within a 
certain age group in relation to her or his family (view Sections 2.2.3.2). 
 
This statement implies that the approach and interaction when taking care of 
the child and the family will differ according to the age and developmental 
stage of the child. The statement incorporates the strengths and unique 
characteristics of the family who is taking care of the child.  
 
2.2.3.1 Different age groups 
 
Different age groups are identified in the age categories from birth to 18 
years: the neonate and infant, toddler, pre-schooler, school aged child and 
adolescent (ACPCHN 2006:10). Per classification, the Competencies for the 
Specialist Paediatric and Child Health Nurse categorises the different age 
groups together as paediatric age groups within the family context. No specific 
definitions for the different age groups are provided (ACPCHN 2006:10). 
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2.2.3.2 The family 
 
The Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:7) reflects the relationships of the different childhood age 
groups. The relationships involve close contact and/or emotional bonds with 
two or more people who are joined together in a family. The child as patient 
should not be seen as separate, but as being part of the family. The focus 
should therefore be on the child within a certain age group in relation to the 
family. This implies that the focus during nursing interaction (when performing 
a nursing task) should be on the child within a certain age group in relation to 
the family. In other words, the approach and interaction when taking care of 
the child and the family will differ according to the age and developmental 
stage of the child in relation to the strengths and unique characteristics of the 
family who is taking care of the child. 
 
The ACPCHN (2006:10) adopts the definition of Friedman (1992:211) who 
defines ‘a family’ as ’’two or more persons who are joined together by bonds 
of sharing and emotional closeness and who identify themselves as being part 
of the family.” Competencies for the Specialist Paediatric and Child Health 
Nurse further states that the child should be regarded as part of family-
centred care (ACPCHN 2006:7). Since family-centred care focuses on the 
needs of the child and the family, the philosophical approach of shared care 
or partnership in care is advocated in this document (ACPCHN 2006:11). The 
Cuthbertson Diagrammatical Matrix also represents the family as an integral 
and central part of managing nursing and health care for all age groups 
(ACPCHN 2006:34).  
 
A study conducted by Johnson (1998) and cited in ACPCHN (2006:11) forms 
the backbone for the family approach as discussed in Competencies for the 
Specialist Paediatric and Child Health Nurse (ACPCHN 2006:11). In addition, 
Johnson cited in ACPCHN (2006:11), points out that ‘family-centred care’ is 
regarded as an example of partnership in care at a “level of care that 
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recognises and respects the family’s expertise in the care of their child”. 
Johnson further adds that family-centred care “recognizes the family as the 
constant in a child’s life and that they offer a special kind of expertise in the 
care of their child. Nurses offer other types of expertise that should aim to 
support and compliment the care that the family feel they want and are able to 
provide” (Johnson cited in ACHCHN 2006:11). 
 
The above statement suggests that the Specialist Paediatric and Child Health 
Nurse has to utilise specific competencies to interact successfully during 
nursing intervention to accommodate the needs of the sick child. This includes 
the family’s requirements for support in the situation. Not only should there be 
certain components present which would characterise the child nursing 
practice, but also recognisable interactions and dynamics which will 
guarantee quality interactions between the Specialist Paediatric and Child 
Health Nurse and the child and the family. 
 
Family-centred care is central to managing nursing care for children in 
different age groups and developmental stages, and encompasses interactive 
relationships with them (ACPCHN 2006:11). In the Cuthbertson 
Diagrammatical Matrix (view Figure 2.1) the family is placed in a lateral 
position in relationship to the child throughout his or her lifespan and 
development. In conformity with the Cuthbertson Diagrammatical Matrix, 
interaction between the Specialist Paediatric and Child Health Nurse and the 
sick child of a certain age includes the family (ACPCHN 2006:11,34). 
 
2.2.4 Domains of practice and related competencies 
 
The ACPCHN (2006:10) states that a domain is as an area of professional 
practice characterised by competencies needed for practising quality care in 
that specific area. Therefore the two components, namely domains of 
practice and competencies, are discussed simultaneously in this section. 
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The Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) bases the 
domains of practice for the Specialist Paediatric and Child Health Nurse on 
the key concepts derived from Sparacino, Cooper and Minarik (1990) and 
cited in Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:12,34). In the Cuthbertson Diagrammatical Matrix five 
specific domains are pointed out as areas of child nursing practice (ACPCHN 
2006:34). The key concepts of Sparacino, Cooper and Minarik cited in 
Competencies for the Specialist Paediatric and Child Health Nurse (ACPCHN 
2006:12) were used as the focus point to identify the following five domains, 
which include.  
o professional paediatric and child health nursing practice 
o education in paediatric and child health nursing practice 
o consultation paediatric and child health nursing practice 
o quality paediatric and child health nursing practice and research 
o coordination in paediatric and child health nursing practice. 
 
Each domain and related competencies of paediatric and child health nursing 
practice are discussed in Sections 2.2.4.1 to 2.2.4.5. 
 
2.2.4.1 Domain: Professional paediatric and child health nursing 
practice 
 
The first domain identified is the professional paediatric and child health 
nursing practice. This domain reflects directly on the practice where direction 
is given in the clinical situation. The care is described as personal interaction 
with children and their families in the unique format of “hands-on care” or 
“face-to-face contact” (ACPCHN 2006:12).  
 
The ACPCHN (2006:12) endorses the view that professional paediatric and 
child health nursing practice is:  
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… direct care which includes personal contact with children and 
families in the form of hands-on care or face-to-face contact. The 
domain encompasses those competencies that relate to ethical 
and legal practice, including demonstrating a specialist knowledge 
base, being accountable for practice, functioning in accordance 
with legislation affecting paediatric and child health nursing and 
protecting individual and group rights. It also includes those 
competencies relating to the assessment of children and their 
families, the planning, implementation, and evaluation of care and 
organisational skills to ensure provision of care. 
 
Legal and ethical practice examples encompassing this domain address the 
following competencies: 
o demonstration of a specific knowledge base 
o accountability for practice 
o functioning in accordance with the legislation which affect paediatric and 
child health nursing  
o protection of individual and group rights. 
 
The summary of the definition as stated in Competencies for the Specialist 
Paediatric and Child Health Nurse (ACPCHN 2006:12) posits that specific 
competencies relate to the assessment of children and families. These 
competencies, namely the planning, implementation and evaluation of care, 
as well as organisational skills, are needed to ensure provision of care (view 
Table 2.1). 
 
Based on the Competencies for the Specialist Paediatric and Child Health 
Nurse (ACPCHN 2006:16-18), Table 2.1 reflects a summary of the domain 
“professional paediatric and child health nursing practice“. Related 
competencies and performance criteria examples are directly quoted from the 
document provided by the ACPCHN (2006:16-18). 
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Table 2.1: Summary: Competencies for the domain relating to 
professional paediatric and child health nursing practice  
Competencies Performance criteria examples 
Functions in accordance with 
legislation, common law, health 
standards and policies pertinent 
to paediatric and child nursing 
practice 
 Acts within appropriate national and state legislation 
and policies, e.g. Child Protection Act; Guidelines for 
Hospital-based Child and Adolescent Care; The 
Australian Council for Health Care Standards; Health of 
Young Australians Policy; Consent to Medical 
Treatment Act and Nurses Acts 
 Complies with the notification of child abuse and 
neglect legislation and policies 
 Demonstrates knowledge of child and family legislation 
 Demonstrates an awareness of, and respect for, the 
legal rights of young people in relation to consent and 
confidentiality 
 Acts within the paediatric and child health service 
organisational policies 
Demonstrates ethically justifiable 
paediatric and child health 
nursing practice 
 Demonstrates knowledge and compliance with relevant 
professional codes of ethics 
 Identifies ethical issues in practice and engages in 
ethical decision making 
 Maintains objectivity when confronted with differing 
values and beliefs 
 Acts on complaints and refers where/when appropriate 
 Identifies and reports instances of unsafe practice and 
professional conduct 
 Uses appropriate documentation 
 Reads and discusses health care records and relevant 
information before commencing care 
 Treats children and their families with respect 
 Acts to empower the child and its family 
Provides care that protects the 
rights of the child in accordance 
with the United Nations 
Convention on the Rights of the 
Child and the rights of children 
and their families as consumers 
of health care 
 Makes written and verbal links between care and 
appropriate aspects of this United Nations document 
 Practices within the tenets of the National Nations 
document 
 Informs children and their families of their rights and 
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Competencies Performance criteria examples 
Maintains a specific age and 
developmentally appropriate 
environment that promotes 
safety, security and optimal 
health 
 Identifies theoretical concepts and principles underlying 
children’s growth and development 
 Demonstrates knowledge of the physical, psychosocial 
and spiritual health and well-being of children 
 Demonstrates knowledge and understanding of issues 
relating to the provision of a safe environment for 
children, others and staff 
 Provides a supportive environment for the family to 
facilitate their participation in care 
 Incorporates universal precautions into practice 
 Handles children gently and safely 
 Encourages and supports self-care by the child where 
appropriate 
 Recognises the importance of play and provides age 
specific toys and activities 
 Acknowledges the child’s need for comfort and security 
objects, e.g. security blankets and specific toys 
 Demonstrates attributes of caring: empathy, trust, 
respect, dignity, compassion and fosters the 
development of these in others 
Respects the dignity and integrity 
of the child and family including 
their values and spiritual and 
cultural beliefs 
 Demonstrates knowledge of diverse family structures 
and child rearing practices relevant to a multicultural 
society 
 Implements care that is family-centred and culturally 
sensitive 
 Involves the child and his or her family as active 
participants in care 
 Respects decisions made by the child and her or his 
family within an ethical framework 
 Gives positive messages to the child 
 Supports the child and family during hospitalisation, 
and in the illness, treatment and grieving process 
 Supports the family in their parenting role 
 Identifies and acts when another’s dignity is threatened 
Demonstrates a comprehensive 
knowledge of paediatric and child 
health nursing supported by both 
experience and the utilisation of 
specific postgraduate knowledge 
 Demonstrates relevant knowledge of safe 
pharmacological preparations utilised 
 Maintains knowledge and skills in resuscitation 
techniques and in emergency situations 
 Recognises the specific dietary needs of the child and 
ensures the child receives appropriate 
hydration/nutrition 
 Ensures provision of appropriate pain management 
 Supports parents to maintain an awareness of their 
child’s health status 
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Competencies Performance criteria examples 
Effectively coordinates and 
manages the nursing and/or 
health care of the child family, 
recognising the unique needs of 
the child and the role of the 
family in care 
 Identifies aspects of normal development likely to affect 
care or which requires special attention 
 Utilises appropriate assessment techniques and tools 
for both physical and developmental assessment 
 Identifies and appropriately manages child health 
needs/problems 
 Negotiates with the child and family to achieve a plan 
of care which ensures desired health outcomes 
 Provides nursing care and rationales for interventions 
utilising current knowledge and the best practices in 
paediatric and child health nursing, child development 
and principles of family health 
 Assesses, communicates and documents the family 
response to the care of their child and refers as 
appropriate 
 Re-plans and prioritises workload in response to rapid 
changes in the child’s status 
 Minimises the distress of procedures 
 Implements care using appropriate technological 
support 
 Recognises the potential for rapid changes in the 
condition of a sick child and responds in a safe and 
appropriate manner 
Utilises a reflective, critical 
thinking and problem solving 
approach to the nursing care of 
the child that is evidence-based, 
promotes clinical decision 
making and enables the  
development of clinical protocols 
 Utilises current evidence to challenge existing clinical 
practice and participates in the development of clinical 
protocols 
 Makes clinical judgements based on protocols that 
reflect current evidence 
 Makes decisions that reflect a sound knowledge base,  
awareness of history, intuition based on experience 
and sound judgement 
 Evaluates the progress towards expected outcomes 
and reviews plans in accordance with evaluation data 
Supports and facilitates the child 
and family to make informed 
decisions by providing 
appropriate information, support 
and options regarding health and 
nursing care 
 Facilitates informed decisions by the child and family 
through the provision of information, resources and 
support 
 Provides information to assist the child and family to 
understand the roles and functions of members of the 
health care team and technology 
 Raises the family’s awareness of the possible 
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Competencies Performance criteria examples 
Provides care that is directed to 
achieve health gains/wellness 
for the child using a variety of 
widely supported traditional and 
complementary nursing 
therapies 
 Demonstrates an awareness of position/policy 
statements by professional nursing organisations 
regarding complementary therapies in nursing practice, 
e.g. Royal College of Nursing Australia (RCNA), 
Australian Nursing Federation (ANF) 
 Demonstrates an awareness of different types of 
therapies offered to children or how to access further 
information, e.g. massage, aromatherapy, creative 
visualisation, therapeutic touch, reflexology 
 Seeks evidence to inform decision making 
 Facilitates the integration of traditional and 
complementary therapies which are supported by the 
parents or carers and the policies and guidelines of the 
organisation 
Demonstrates knowledge of 
primary health care, health 
promotion and continuity of care 
and incorporates this approach 
into practice to improve the 
health and well-being of the 
child and family 
 Demonstrates knowledge of and actively incorporates 
primary health care principles into practice 
 Actively seeks opportunities to work with the child and 
family to promote health 
 Promotes and participates in immunisation 
programmes 
 Ensures appropriate communication processes are in 
place to facilitate continuity of care, e.g. referral letters, 
interdisciplinary case conferences 
 Plans and implements discharge requirements with the 
family and appropriate services 
 Assists the family to anticipate and manage lifestyle 
changes 
 Establishes and maintains community resource 
networks 
 Works with other agencies such as schools, child care 
centres, play groups and youth centres to promote 
accessible health care 
 Advocates for the child and family to ensure 
appropriate and accessible health care 
Source: Directly quoted with permission from ACPCHN (2006:16-18) 
 
2.2.4.2 Domain: Education in paediatric and child health nursing 
practice 
 
The second domain of Competencies for the Specialist Paediatric and Child 
Health Nurse, as reflected in the Cuthbertson Diagrammatical Matrix, is 
education in the paediatric and child health nursing practice (ACPCHN 
2006:12;13-14,34).  
 
Education is aimed at staff, students, children and their families. The focal 
point of education is directed at identifying the learning needs of the child and 
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the family. Education in this domain should not only be regarded as a 
developmental process, but should include the utilisation of learning materials, 
literature, nursing theories related to paediatric and child health, and 
standards of practice (ACPCHN 2006:12). Specific competencies identified for 
this domain relate to self-appraisal, the professional development of the self 
and others, and role modelling. 
 
Based on the competencies for the specialist paediatric and child health nurse 
(ACPCHN 2006:19-20), Table 2.2 reflects the competencies and performance 
criteria examples as identified for the education in paediatric and child health 
nursing practice domain. The competencies and performance criteria 
examples are directly quoted from the document provided by the ACPCHN 
(2006:19-20). 
 
Table 2.2: Summary: Competencies for the domain relating to education 
in paediatric and child health nursing practice  
Competencies Performance criteria examples 
Utilises appropriate educational 
strategies, approaches and 
materials to enable the child and 
family to make informed 
decisions about care 
 
 Provides the child and family with information and 
options that will enable them to make informed 
decisions 
 Assists the child and family to recognise and 
understand the current health status and changes in it 
 Assesses readiness to learn and provides sufficient 
time to teach care effectively 
 Utilises appropriate educational strategies to enable the 
child/family to carry out required care 
 Integrates anticipatory guidance into practice 
Uses professionally accepted 
standards of paediatric and child 
health nursing practice to assess 
the performance of the self and 
others 
 
 Utilises specialty guidelines/standards and position 
statements to consider performance 
 Identifies learning needs that arise from changes in care 
guidelines 
 Provides feedback to others about their performance 
against criteria 
 Incorporates the results of the performance assessment 
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Competencies Performance criteria examples 
Applies relevant conceptual 
frameworks to their paediatric 
and child health practice 
 
 Utilises conceptual frameworks and a systematic 
approach to care, e.g. family-centred care, family 
systems theory, health belief model, primary health care 
principles 
 Utilises appropriate partnership-in-care frameworks in 
keeping with the philosophy and to achieve positive 
outcomes 
Establishes peer contacts in the 
specialty area of paediatric and 
child health 
 Develops networks 
 Facilitates mutual sharing of issues 
 Consults with colleagues or mentors if unsure or 
unfamiliar with care requirements 
 Liaises with community workers 
Serves as a role model and 




 Contributes to the orientation of new staff 
 Contributes to the learning experiences of students and 
new staff through effective preceptorship/mentorship 
 Contributes to the learning experiences and 
professional development of the self and others 
Participates in peer and self-
assessment processes, 
demonstrating assertiveness, 
flexibility, confidence and 
sensitivity to the effect of 
change 
 
 Accepts accountability for own actions 
 Regularly completes assessment activities and ensures 
that progressive assessment is maintained 
 Provides feedback concerning assessment outcomes 
 Identifies and documents performance strengths and 
areas for improvement 
 Manages change processes in a reflective and 
supportive manner which contributes to group 
functioning 
Demonstrates an active 
commitment to continue own 
education and professional 
development 
 
 Maintains current knowledge of paediatric and child 
health issues relevant to practice, e.g. reading relevant 
literature, attending conferences, participating in 
continuous education and/or post graduate studies 
 Publishes in a variety of media, e.g. professional 
journals, newsletters, letters to the editor, posters or 
case studies 
 Participates in relevant professional organisation(s) 
Educates other professionals 
and the public about the role of 
paediatric and child health 
specialist nurses 
 Presents or contributes to staff development, initiates 
educational sessions/workshops and conferences 
 Explains and promotes the specialist role and its value 
to children, families, the community and the health 
service 
 Serves on committees within and outside the health 
service and professional organisation 
Source: Directly quoted with permission from ACPCHN (2006:19-20) 
 
2.2.4.3 Domain: Consultation in paediatric and child health nursing 
practice 
 
Consultation in paediatric and child nursing practice is the third domain of 
practice according to Competencies for the Specialist Paediatric and Child 
Health Nurse and reflected in the Cuthbertson Diagrammatical Matrix 
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(ACPCHN 2006:12,34). The ACPCHN document focuses on the role of the 
Specialist Paediatric and Child Health Nurse in this domain when guidance 
and suggestions are needed from him or her to solve clinical problems and 
formulate decisions regarding interventions (ACPCHN 2006:12). 
 
Consultation in paediatric and child health nursing practice is closely linked to 
practice and may relate to specific child and family problems, paediatric  and 
child health care in general, or paediatric and child health nursing. The 
competencies identified for this domain include collaboration and interaction 
of the Specialist Paediatric and Child Health Nurse with members of the 
health care team, the child and family, other professional nurses, allied health 
professionals and medical officers. The skill for successful consultation 
requires interpersonal and therapeutic relationships (ACPCHN 2006:12). 
 
Based on Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:21-22), Table 2.3 reflects the competencies and performance 
criteria examples as identified for the domain consultation in paediatric and 
child health nursing practice. The competencies and performance criteria 
examples are directly quoted from the document provided by the ACPCHN 
(2006:21-22). 
 
Table 2.3: Summary: Competencies for the domain relating to 
consultation in paediatric and child health nursing practice  
Competencies Performance criteria examples 
Communicates effectively 
with the child and family 
using techniques that are 
appropriate for age and 
developmental stage 
 Uses communication techniques and strategies that are age 
and developmentally appropriate 
 Recognises that the child may communicate emotions and 
needs through behavioural responses 
 Demonstrates effective two-way communication when working 
with a child and family, e.g. use of interpreters, use of 
communication boards 
 Provides opportunities for the child and family to express 
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Competencies Performance criteria examples 
Enables the child and/or 
family to participate in 
health care through a 
negotiated partnership 
relationship 
 Provides information, resources and support to the child and 
family to assist them with the decision making process 
 Ensures, where appropriate, that the child is included in the 
decision making process 
 Negotiates different care roles with the child and family and 




 Consults with relevant members of the interdisciplinary team to 
ensure effective outcomes 
 Contributes paediatric and child health nursing centred 
perspective at interdisciplinary meetings 
 Advocates for the rights of children and their families 
 Identifies and organises support networks for home and 
community-based care 
 Demonstrates the ability to work as a team member 
 Demonstrates skills in effectively organising, participating in 
and leading groups 
Demonstrates a 
knowledge of, and skill 
in, health counselling 
and therapeutic 
relationships 
 Demonstrates effective health counselling techniques and 
refers where appropriate 
 Assists children and their families to identify issues and 
participate in resolution 
 Negotiates a working relationship with the child and family 
 Liaises with the child’s school or employer to minimise 
disruption of the child’s education or employment 
 Acts as a resource and works collaboratively with other health 
professionals for the benefit of the child and family 
 Encourages and fosters the development of appropriate 
community support groups 
Enables children and 
families as consumers, 
and relevant consumer 
groups, to participate in 
practice and service 
development 
 Lobbies for the inclusion of children and their families in 
relevant organisational decision making forums 
 Encourages and supports children and their families to 
participate in relevant organisational committees and groups 




paediatric and child 
health care 
 Achieves membership of relevant groups and shares specialist 
knowledge and perspectives 
Advocates for children 
and families at various 
levels of policy 
development, 
implementation and  
 Responds to discussion papers, calls for comments and 
proposed legislation and health care changes that pertain to 
the health and well-being of children and families 
 Initiates and/or participates in political action at a local, state, or 
national level through professional affiliations to promote the 
health of children and families 
 Actively implements relevant policies at the service delivery 
level 
 Participates in committees within and outside the health service 
 Supports children and their families to advocate for policy 
changes  
Source: Directly quoted with permission from ACPCHN (2006:21-22) 
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2.2.4.4 Domain: Quality paediatric and child health nursing practice and 
research 
 
The fourth domain includes quality paediatric and child health nursing practice 
and research. The Specialist Paediatric and Child Health Nurse participates in 
a variety of activities to ensure quality care. This includes literature reviews, 
evaluating projects, conducting studies, collaborating with other health 
professionals in studies, and applying research findings. Research advances 
the development of specific, evidence-based knowledge to enhance nursing 
practice, advance speciality and improve child health (ACPCHN 2006:24). 
 
Based on Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:24), Table 2.4 reflects the competencies and performance 
criteria examples as identified for the domain quality paediatric and child 
health nursing practice. The competencies and performance criteria examples 
are directly quoted from the document provided by the ACPCHN (2006:24). 
 
Table 2.4: Summary: Competencies for the domain relating to quality 
paediatric and child health nursing practice  
Competencies Performance criteria examples 
Identifies issues and priorities 
relating to paediatric and child 
health practice that may be 
investigated 
 Recognises issues/problems as the bases for possible 
research and quality activities 
 Contributes to the identification of research and quality 
priorities 
Implements findings from 
research and quality activities 
to facilitate improved child 
health outcomes and 
paediatric and child health 
nursing practice development 
 Demonstrates knowledge of research principles and methods 
and quality improvement processes 
 Identifies recommendations and incorporates findings into 
practice where appropriate 
 Disseminates research and quality findings to colleagues 
Participates in and/or initiates 
research activities that 
contribute to paediatric and 
child health nursing practice 
and improvements in child 
health outcomes 
 Actively seeks opportunities to participate in research 
 Contributes to the development of research and grant 
proposals 
 Collaborates with other (professional) nurses, health 
professionals and consumers in undertaking research 
activities 
Evaluates research and 
quality activity findings 
pertinent to paediatric and 
child health nursing practice 
 Conducts literature reviews related to clinical paediatric and 
child health issues 
 Analyses data information and identifies findings 
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Competencies Performance criteria examples 
Protects the rights of children 
and families involved in 
research and/or quality 
activities 
 Demonstrates behaviours and clinical judgements regarding 
ethical research practice 
 Obtains verbal and written consent from parents and children 
prior to initiating research and/or quality activities 
 Ensures the child and family involved in research activities 
are aware of the psychosocial effects of the research and 
ensures that adequate support is provided 
 Maintains confidentiality and privacy of information 
 Ensures data and records are kept in a safe and secure 
environment 
Source: Directly quoted with permission from ACPCHN (2006:24) 
 
2.2.4.5 Domain: Coordination in paediatric and child health nursing 
practice 
 
Coordination in paediatric and child health nursing practice is the fifth domain 
of practice. This domain refers to the ability to organise paediatric and child 
health care teams and services (ACPCHN 2006:12).  
 
Coordination in paediatric and child health nursing practice relates to the 
ability to organise paediatric and child health care teams and services. The 
domain encompasses those competencies which indicate the ability to 
communicate with organisational structures. Furthermore it includes 
monitoring and arranging the delivery of efficient and effective health care for 
children and families. Competencies may also include participation in the 
development of standards, policies and quality activities specifically aimed at 
improving the health of children (ACPCHN 2006:23). 
 
The domain includes competencies such as the ability to communicate within 
organisational structures, monitoring and arranging the delivery of efficient 
and effective health care for children and families, participation in the 
development of standards, policies and quality activities specific to the health 
of children and young people (ACPCHN 2006:12,23).  
 
Based on Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:23), Table 2.5 reflects the competencies and performance 
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criteria examples as identified for the domain coordination in paediatric and 
child health nursing practice. The competencies and performance criteria 
examples are directly quoted from the document provided by the ACPCHN 
(2006:23). 
 
Table 2.5: Summary: Competencies for the domain relating to 
coordination in paediatric and child health nursing practice  
Competencies Performance criteria examples 
Effectively coordinates 
the team and/or groups 
 Ensures appropriate human resource allocation is evident 
 Allocates adequate and appropriate staff to meet activity 
and acuity levels 
 Promotes dynamic group processes and team building 
 Participates in group decision making 
 Demonstrates empowerment of others 
 Uses informal and formal channels of communication 
effectively 
Negotiates for adequate 
resources to provide safe 
and effective care for the 
child and family 
 demonstrates a flexible approach to managing workloads 
 liaises with other health team/professionals to ensure 
adequate resources 
 refers children and their families where appropriate 
 utilises financial and environmental resources effectively 




and incorporates findings 
into practice 
 Initiates and participates in quality activities 
 Communicates results of quality activities to colleagues 
and management 
 Incorporates quality improvements into practice and service 
delivery 
 Identifies and utilises effective strategies to manage 
change 
Plays a role in developing 
and supporting the 
strategic direction of the 
organisation 
 Participates in service and organisational planning and 
evaluation processes 
 Demonstrates an awareness of the organisation’s vision, 
philosophy and goals 
 Applies the principles of the organisation’s vision, 
philosophy and goals to service planning, delivery and 
evaluation 
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2.3 CONCEPTUAL FRAMEWORK TO GUIDE CHILD NURSING 
EDUCATION AT THE NURSING EDUCATION INSTITUTION 
 
2.3.1 Orientation to the development of the conceptual framework 
 
The literature differentiates between two types of research frameworks, 
namely theoretical frameworks and conceptual frameworks. Theoretical 
frameworks are propositional statements from existing theories, while 
conceptual frameworks are developed by researchers, are based on 
identification and definition of certain concepts and give an indication of the 
link between different concepts (Brink, Van der Walt & Van Rensburg 
2006:19,24). 
 
Rycroft-Malone and Bucknall (2010:27) quote Fawcett (1999) so as to clarify 
that conceptual frameworks are sets of concepts and suggestions which are 
integrated into significant propositions. Conceptual frameworks can be 
abstract, broad or skeletal in order to provide tapered information (Rycroft-
Malone & Bucknall 2010:27). The conceptual framework developed in this 
study provides a frame of reference to organise thinking, problem-solving and 
interpretation and specifically to construct the structured, self-reported 
questionnaire which guided the data collection of this study as suggested by 
Rycroft-Malone and Bucknall (2010:28).  
 
A systematic and explicit literature search was conducted to explore models 
and theoretical and conceptual frameworks which could be used to guide 
refinement of programme in Child Nursing Science at the NEI under study. 
Different search engines and key concepts relevant to child nursing 
education, child nursing practice and competencies were used (view Chapter 
3: Table 3.3). 
 
Two conceptual frameworks were considered, namely the American 
Association of Critical Care Nurses Synergy Model for Patient Care (Hardin & 
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Kaplow 2005) and the Cuthbertson Diagrammatical Matrix of the ACPCHN 
(2006:34). The decision to utilize the Cuthbertson Diagrammatical Matrix of 
the ACPCHN was based on the favourable representation of the integration of 
the different domains of practice, managing nursing/health in a variety of age 
groups and in the family, and the competencies that describe the role 
requirements for the specialist paediatric and child health nurse. In addition 
the Matrix represents the content of the child nursing education programme 
and is thus suitable for the South African context. 
 
To ensure conceptual clarity in the development of the conceptual framework, 
as well as the continuing usability thereof, the approach as described by 
Rycroft-Malone and Bucknall (2010:45-46) was used to facilitate analysis and 
synthesis. Regarding the programme in Child Nursing Science, certain 
aspects were identified as criteria to be selected for components of the 
conceptual framework. Firstly the content of the current programme in Child 
Nursing Science was analysed to identify the important key aspects. Secondly 
the characteristics, profile and unique needs of the child nursing practice were 
taken into consideration. These key aspects were listed and then categorised 
to structure possible components from which the conceptual framework could 
be derived. Lastly the governing bodies which influence nursing education in 
South Africa were included as a separate component.  
 
In order to ensure the usability of the conceptual framework to guide the 
programme in Child Nursing Science at the NEI, specific considerations were 
reflected on during the development of the conceptual framework to 
guarantee that the uniqueness of child nursing practice in South Africa is 
incorporated.  
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2.3.1.1 Link between practice and education 
 
The conceptual framework has to indicate the link between the domains of 
child nursing practice, which incorporates the competencies of the child nurse 
practitioner when managing child nursing and the content of the programme in 
Child Nursing Science. Influencing factors that required clarification were the 
position of the healthcare facilities as well as the governing bodies in South 




Although the development of the conceptual framework is for guiding child 
nursing education presented at a specific NEI, the concepts of the framework 
should not be exclusive, as this hamper unity to move child nursing education 
in South Africa forward. Transferability of the conceptual framework across 
different education institutions is thus important to ensure the continuing 
usability by all (view Chapter 5: Section 5.4). 
 
2.3.1.3 Frame of reference 
 
Application of the conceptual framework will provide child nurse practitioners 
with a frame of reference to organise thinking, assist in problem-solving and 
guide different situations that are encountered when managing child nursing. 
Nursing Education Institutions will have clarity regarding the different role 
players involved in child nursing and of the competencies required by child 
nurse practitioners, which will guide education.  
 
The conceptual framework developed to guide education in the programme in 
Child Nursing Science presented at the NEI was adapted and adopted from 
the Cuthbertson Diagrammatical Matrix as described by the Competencies for 
the Specialist Paediatric and Child Health Nurse (ACPCHN 2006:34). The 
adopted conceptual framework encompassed the governing bodies, child 
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nurse practitioner that develops from competent to proficient and the child 
nursing practice. The child nursing practice involves managing child nursing, 
domains of practice and competencies. The visible and concrete concepts 






Figure 2.2: Conceptual framework to guide the programme in Child Nursing 
Science 
 
The conceptual framework as developed by the researcher is discussed in 
terms of: 
o Governing bodies 
o Nursing Education Institution 
o Managing child nursing 
o Domains of practice and related competencies. 
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Note: 
Theoretical underpinning is done by referencing to South African literature, 
which is important to discuss the context but is not necessarily publications of 
the last five years. 
 
2.3.2 Governing bodies 
 
The governing bodies of nursing education in South Africa include: The 
Department of Higher Education and the SANC. The governing bodies are 
regarded as the foundation upon which the child nursing practice and formal 
nursing education at the NEI depend on for steering and guiding education in 
Child Nursing Science. 
 
2.3.2.1 Department of Higher Education 
 
Changes in the Department of Higher Education necessitate the review and 
refinement of the programme in Child Nursing Science. The following 
structures in the Department of Higher Education contributed to changes: The 
promulgation of the Higher Education Act No 101 of 1997, as amended 
(Republic of South Africa 1997a); the South African Qualifications Authority 
Act No. 58 of 1995 (Republic of South Africa 1995); the publication of the 
National Qualifications Framework (Ministry of Education 2006) and the 
Nursing Strategy of South Africa (Department of Health 2008).  
 
A summary of important aspects concerning education in Child Nursing 
Science are set by the Higher Education Act No 101 of 1997, as amended 
(Republic of South Africa 1997a), is provided. 
o The education programme has to encourage critical-creative thinking in  
the students. 
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o The country’s need for highly skilled professionals should be met in a  
unified manner. 
o Child nurse practitioners should apply lifelong learning skills. 
o The qualification concerning the discipline of Child Nursing Science  
should not only include generic skills, but also specialised, domain-
specific knowledge and skill. 
o Legalisation of the qualification in Child Nursing Science in order to  
ensure that the quality of education will answer to the needs of children. 
2.3.2.2 South African Nursing Council 
 
The SANC was established by section 2 of the Nursing Act No 50 of 1978 and 
repealed in terms of the Nursing Act No 33 of 2005 (Republic of South Africa 
2005a). The SANC as governing body has the responsibility of upholding, 
maintaining and controlling the standards of education in Child Nursing 
Science. The SANC, as the accredited Education and Training Quality 
Assurance Body (ETQA), has the core responsibility of controlling the quality 
of nursing education. As the governing and directing body, some of the control 
functions of the SANC include the accreditation of Higher Education 
Institutions, monitoring the education programmes presented by the Higher 
Education Institutions, and developing processes to ensure quality education. 
 
The SANC works in partnership with the Higher Education Quality Committee 
(HEQC) and the South African Qualifications Authority (SAQA) to ensure that 
accredited programmes are presented to meet the qualification requirements 
for the clinical specialities; amongst others Child Nursing Science. 
Accreditation of the NEI by the SANC as governing body therefore includes 
academic and professional accreditation, which is supported by Hinchliff 
(2004:120). Through academic accreditation the SANC ensures that the 
programme in Child Nursing Science, as presented by the NEI, is relevant 
and in line with the requirements as stipulated in the curriculum. The SANC 
also expects the NEI to ensure an up-to-date and relevant programme in 
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Child Nursing Science. Professional accreditation by the SANC is based on its 
judgement, as professional organisation, of the impact the NEI makes on the 
education of the child nurse practitioner, child nursing practice and child care. 
 
2.3.3 Nursing Education Institution 
 
The NEI in Gauteng, South Africa is responsible for presenting the accredited 
programme in Child Nursing Science (view Section 1.8.1). The intake of 
students in the programme for Child Nursing Science as presented by the NEI 
is planned and implemented within the legislative framework stipulated by 
Higher Education and the SANC.  
 
Competent practitioners with at least two years’ clinical experience are 
accepted into the programme for Child Nursing Science. Students’ exposure 
to identified practice areas, clinical placement and rotation to the different 
clinical areas of child nursing practice are conducted as relevant to the 
different stages of the programme. This ensures that students develop 
knowledge, skill and attitudes to manage children. Transferability of the 
knowledge and skill obtained through education in child nursing ensures that 
a child nurse practitioner with proficient competencies is able to impart 
knowledge and skill across employment areas and, transversely, all areas of 
childhood. 
 
The programme in Child Nursing Science presented at the NEI was 
introduced in 1997. The programme is currently structured in accordance with 
the prescription of the SANC (1993a) and is offered as part of a three year 
bachelor degree in nursing.  
 
Table 2.6 summarises the content of the programme in Child Nursing Science 
as presented at the NEI. 
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Table 2.6: Summary: Content of the curriculum for the programme in 
Child Nursing Science as presented by the NEI  
Child Nursing Science (290 credits) 
Clinical Nursing Science: 
(125 credits) 
 Applied Basic Health Sciences: 
• anatomy 
• physiology 
• pathology and patho-physiology 
 Child Nursing Science: 
• viewpoints and approaches 
• professional ethical norms and legal provision for 
professional practice 
• assessment of the developmental and health status 
and appropriate nursing within family, group and 
community context 
• family-centred nursing care of the newborn 
• referrals and referral resources 
• quality improvement programmes 
• dynamics of nursing practice during illness and 
hospitalisation 
Systems of Nursing 
Practice: Child health 
and paediatrics:  
(115 credits) 
 Basic emergency care 
 Haemodynamic monitoring 
 Applied pharmacology 
 Forensic nursing: 
• victomology 
• crisis intervention 
• medical law 
• forensic pathology 
• clinical medical jurisprudence 
 Health profile of the child population 
 Policies and legislation 
 Assessment of the development and the health status of 
the child 
 Diagnostic and treatment methods for disorders affecting 
the child 
 Contemporary factors and issues influencing health 
 Social, cultural and transcultural considerations 
 Aetiology of disorders and disabilities 
 Primary, secondary and tertiary prevention of disease 
Clinical Nursing 
Practical: (50 credits) 
 
 Systematic approach to high-risk children in various 
phases of development in preventative, promotive, 
curative and rehabilitative health situations, of which at 
least five are monitored 
 Systematic approach to the care of the child in hospital or 
other settings: 
• structured play activities 
• group activities 
• identification and utilisation of peer group influence 
and support 
• at least five sessions of crisis support for the child and 
relatives 
• health education for children and families in different 
developmental phases 
• creating a therapeutic milieu for a child whose normal 
functioning is impaired 






 - 65 - 
 
 At least one clinical in-service education programme for 
paediatric nurses 
 At least five sessions of supportive guidance of personnel 
on intrapersonal, interpersonal, staff and patient problems 
 Situational analysis and health promotion proposals 
 Act as expert and primary practitioner in multidisciplinary 
setting 
 Setting standards for at least one child nursing situation 
Source: NEI (2004) 
 
2.3.3.1 Child nursing practice 
 
Except for Regulation 212 of the SANC (1993a:Par 1(a)) which refers to Child 
Nursing Science as a clinical nursing qualification, no clear descriptions of the 
child nursing practice in the South African context could be traced during the 
literature search. The Draft Charter of Nursing Practice (SANC 2004a:6) 
states the environment in which nursing takes place encompasses a setting 
which is dynamical social, political, economical and technological. The 
document is, however, generalised. The document indicates that the practice 
of nursing is based on the science of nursing and is directed by the 
professional norms, values, research and philosophies of nursing (SANC 
2004a:10).  
 
Saloojee (cited in Wittenberg 2009:64-65) regards the practice of the child 
nurse practitioner in South Africa as part of the community of paediatrics 
where the focus is on preventive and promotive activities. Thus the child 
nurse practitioner, as a professional, assists and enables the community to 
fulfil its responsibility towards the children, the families and their health. 
McKerrow (cited in Wittenberg 2009:79,84-85,96) uses the terms ‘caregiver’ 
or ‘health professional’ to indicate all health care workers − thus including the 
child nurse practitioner  −  who are involved in the care provision of children in 
the different areas or settings of practice. 
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2.3.3.2 Child nurse practitioner 
 
The child nurse practitioner is a skilful practitioner who evolves from a 
scientifically-based educational programme. The child nurse practitioner is 
responsible for managing care to the sick and healthy child and the family in 
the child nursing practice. 
 
The Nursing Act No 33 of 2005 (Republic of South Africa 2005a), section 2(1) 
makes provision for the establishment of the SANC which is accorded powers 
to regulate the education and training of all nurses in South Africa. In terms of 
section 42(1) of the Nursing Act No 33 of 2005 (Republic of South Africa 
2005a) the SANC established Regulation 212 in which Child Nursing Science 
is acknowledged as one of the study directions in Clinical Nursing Science 
leading to the registration of an additional qualification (SANC 1993a:Par 1). It 
is further stipulated in R212 (SANC 1993a:Par 4(2)) that candidates who 
apply for the programme in Child Nursing Science should also hold a current 
registration as a registered, professional nurse, and/or where applicable, be 
registered as a psychiatric nurse, midwife and/or community nurse (SANC 
R212 1993a:Par (2)). The term ‘child nurse practitioner’ is therefore 
appropriate when referring to the registered or professional nurse who 
completed the additional qualification in Child Nursing Science. In South 
Africa a master’s degree is currently not a prerequisite for registration with the 
SANC as a child nurse practitioner.  
 
 Competent to proficient 
 
The competent child nurse practitioner progresses to proficiency through 
formal education in Child Nursing Science. When entering the formal 
educational programme of Child Nursing Science, a basic, integrated 
knowledge of clinical experience in the care of children and the families, is 
expected of the competent child nurse practitioner (Benner 1984:297; Haag-
Heitman & Kramer 1998:40). The competent child nurse practitioner is 
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capable of a systematic approach demonstrating mastery of fundamental skill 
in child care. 
 
After formal education in Child Nursing Science, the child nurse practitioner 
should be proficient in child nursing, as the educational programme 
concentrates on conveying in-depth, specialised knowledge of child nursing 
practice. As a proficient practitioner, the child nurse practitioner will have 
obtained specialised knowledge and advanced skill to respond to any and 
every situation in child nursing with speed, confidence, flexibility and insight 
(Benner 1984:297; Haag-Heitman & Kramer 1998:40). The proficient 
practitioner has leadership ability in the health care team, is capable of 
integrating different approaches in child nursing care and interpreting the child 
and family’s needs and experiences from a pertinent viewpoint.  
 
The aim of the programme in Child Nursing Science is to stimulate child nurse 
practitioners’ incentives for enrolling in formal education. Achieving success in 
tertiary education enhances the quality of child nursing care, in that 
competency might become excellence, with proficient child nurses. 
 
2.3.4 Managing child nursing 
 
The child nurse practitioner is responsible for nursing and managing the 
nursing care of healthy and sick children of all ages in the child nursing 
practice, based on a family-centred care approach. Knowledge and 
awareness of the unique characteristics and needs of children in different age 
groups and stages of development are vital to the child nurse practitioner.  
 
The researcher regards health as a complex phenomenon which includes no 
absolute state of well-being − physically, mentally or socially. The absence of 
disease or illness as indicated by the WHO (Preamble of the Constitution of 
the WHO 1946:100), is therefore not the only criterion for measuring the 
health of children. Despite this broad view, children’s health is still assessed 
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by the exploration of morbidity rates, mortality rates and discussion of 
associated factors predisposing death (Stephen, Bamford, Patrick & 
Wittenberg 2011:vii-viii). 
 
Information regarding mortality and morbidity is important to the child nurse 
practitioner when managing child nursing. The researcher is of the opinion 
that child nursing is not limited to children with disabilities or disease 
conditions. Technological advancements placed a group of children in the 
communities who are not necessarily sick, but need preventative measures to 
remain healthy, in the ‘at risk’ category. In this conceptual framework 
managing child nursing therefore comprised preventative measures, including 
healthy and sick children of all age groups in the continuum of health to 
illness. 
 
The programme in Child Nursing Science should be comprehensive with a 
central focus on mastering proficiency in order to manage the nursing care of 
children in all age groups. According to section 28(3) of the Constitution of the 
Republic of South Africa, Act No 108 (Republic of South Africa 1996a) as well 
as section 1.(1)(g) of the Children’s Act No 38 of 2005 (Republic of South 
Africa 2005b), a child is defined as a person younger than 18 years old. This 
implies that child nursing practice should make provision for nursing all 
children under the age of 18.  
 
The reference utilised to clarify the definitions as identified in the conceptual 
framework, is a South African textbook written by Professor DF Wittenberg, 
formerly head of the Department of Paediatrics and Child Health at the 
University of Pretoria. The specific age groups as reflected in the conceptual 
framework are defined as follows: 
o Neonate and infant: Wittenberg (2009:21) sub-divides the neonatal  
period into the early neonatal period which stretches from birth to seven 
days, and the late neonatal period from the eighth day after birth to the 
28th day of life. Infancy, according to Wittenberg (2009:21), includes the 
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period during the first year of life. The neonatal period is, according to 
the author’s definition, the first four weeks of infancy.  
o Toddler: Wittenberg (2009:21) defines the toddler as a child developing  
through the first and second year of life. The author narrows the 
developing toddler down to a very specific age. 
o Pre-schooler: Wittenberg (2009:21) defines the pre-schooler as a child  
between the ages of two and five years. 
o School aged child: Wittenberg (2009:21) regards school age as the  
period between six years until the age the child leaves school. 
o Adolescent: It is an interesting fact that Wittenberg (2009:34-35)  
accepts the adolescent as a person aged between 10 to 20. According 
to the definition, the author establishes the school aged child as the main 
group and the adolescent as an integral part of the school aged group. 
Wittenberg (2009:34-35) then sub-divides adolescence into three 
different categories, namely, early adolescence between 10 and 14 
years, middle adolescence which stretches from 15 to 16 years, and late 
adolescence which is from 17 to 23 years old. 
 
Orr (1994:26-27,35-36) states that hospitals in South Africa are inhuman in 
their approach to the care of children and, although published research is 
available, limited action has been taken to improve hospital care for children. 
A family-centred care approach is one method of managing child nursing to 
reduce the psychological impact of hospitalisation and separation from the 
family (Ball et al 2012:20-21). 
 
Ball et al (2012:20) as well as Wittenberg (2009:75-76) reflect on a family as 
people living together, providing each other with care, support and guidance. 
The researcher regards the family as the single most important social aspect 
in the life of a child. In this study the conceptual framework includes the family 
and acknowledges the family as important aspect when managing child 
nursing. In the absence of biological parents, family-centred care is regarded 
as a substitute in the relationship between a dependent child and any other 






 - 70 - 
 
responsible, protective adult who, according to section 1.(1) of the Children’s 
Act No 38 of 2005 (Republic of South Africa 2005b), is the “care-giver” and 
takes responsibility for the care of the child. 
 
In their statement, which is consistent with the literature reviewed (view 
Chapter 4: Box 4.1) on family-centred care, Irlam and Bruce (2002:32) regard 
the entire family as the focus of attention when providing knowledge, 
information and options to the family of the child. Also according to Irlam and 
Bruce (2002:32), an important factor to take into consideration when dealing 
with the family as a unit, is the respect for the decisions made by the family. 
Irlam and Bruce (2002:33) conclude that the different models of family-centred 
care underpin neither child nursing practice nor nursing programmes in South 
Africa. These authors recommend that South African child nurse practitioners 
should actively work towards strengthening the family role in delivering holistic 
child care. The implementation of this recommendation will partly solve the 
challenge as pointed out by Orr (1994:26-27,35-36). This aspect is also 
addressed by the prominent placement of family-centred care as assimilated 
in the conceptual framework. 
 
The dotted lines depicted in Figure 2.2 as “managing child nursing” indicate 
the interrelationship between healthy and sick children of all age groups and 
the family during the management of the child.  
 
2.3.5 Domains of practice  
 
Note: 
Although the domains of practice and competencies are discussed separately, 
it is important that the reader should note that these components are 
interrelated and cannot be separated in the child nursing practice. 
 
The domains of practice reflect broad areas of interlinked child nursing 
practice, including professional and ethical practice, clinical practice, 
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education in practice and quality of practice. In the conceptual framework 
developed for the NEI four domains of practice were identified to guide the 
competencies required by the child nurse practitioner. Consultation and 
coordination of paediatric and child health nursing were identified as separate 
domains of practice in the Cuthberson Diagrammatical Matrix (ACPCHN 
2006:34) (view Sections 2.2.4.3 and 2.2.4.5) but the researcher regards the 
competencies in these two domains part of the domain of clinical practice in 
child nursing. The four domains therefore depicted in the conceptual 
framework and under discussion are professional and ethical practice, clinical 
practice, education in practice and quality of practice and formed the basis 
from which the structured, self reported questionnaire was constructed (view 
Chapter 3: Section 3.3.2.4). 
 
2.3.5.1 Professional and ethical practice 
 
Professional and ethical practice is conducted within the legislative framework 
of the governing bodies and standards for safe practice. The domain of 
professional and ethical practice includes the knowledge and skill required of 
the child nurse practitioner to conduct professional and ethical child nursing 
practice. Professional and ethical practice comprises knowledge and skill 
pertaining to legal and ethical aspects of child nursing practice. It includes 
accountability and responsibility by the child nurse for managing child care 
where both the child and its family are concerned.  
 
The Constitution of the Republic of South Africa, Act No 108 0f 1996 
(Republic of South Africa 1996a) provides the basis for knowledge of the 
rights of the child. In Chapter 2 of the Constitution of the Republic of South 
Africa, Act No 108 of 1996 (Republic of South Africa 1996a) the right of every 
child to have basic health care is guaranteed. In order to adhere to this 
stipulation, the child nurse practitioner should not only have knowledge of the 
content of the different legislative aspects, but should also know how to 
protect and maintain the rights of children and the families. Following are 
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examples of other applicable legislative guidelines which direct the child nurse 
practitioner to develop specific knowledge and associated skills required for 
child nursing care. 
o The White Paper for the Transformation of the Health System in South 
Africa, section 4.2.1 (Republic of South Africa 1997b) which places 
emphasis on comprehensive and integrated health care delivery to 
children. This policy document also states in section 4.3(a)(iii) that an 
effort should be put into the development of a caring practice ethos and 
skills to nurse the sick child in a family-centred care approach. 
o The National Health Act No 61 of 2003 (Republic of South Africa 2003a). 
o The White Paper on Transforming Public Service Delivery (Republic of 
South Africa 1997c). 
o The Choice on Termination of Pregnancy Act No 92 of 1996 (Republic of 
South Africa 1996b). 
o Medicines and Related Substances Act No 101 of 1965 (Republic of South 
Africa 1965), as amended Medicines and Related Substances Amendment 
Act No 90 of 1997 (Republic of South Africa 1997d). 
o The Nursing Act No 33 of 2005 (Republic of South Africa 2005a). 
o The Children’s Act No. 38 of 2005 (Republic of South Africa 2005b). 
o The Children’s Amendment Act No 41 of 2007 (Republic of South Africa 
2007a). 
o Guidelines compiled and published by the National Department of Health 
which include information such as feeding policies, immunisation 
schedules and the dual loyalty approach (Department of Health 2007). 
 
The most significant content identified in the Children’s Act No 38 of 2005 
(Republic of South Africa 2005b) and the Children’s Amendment Act No. 41 of 
2007 (Republic of South Africa 2007a) that are applicable for the child nurse 
practitioner in the domain of professional and ethical practice, includes 
specific aspects. These aspects include the roles and responsibilities of 
parents, children who need protection, age of majority, prevention and early 
intervention, early childhood development, partial care, and the rights of 
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children regarding health care and as health care consumers. The child nurse 
practitioner requires specific knowledge, related skill and attitudes in order to 
practice within the abovementioned legislative frameworks. 
 
2.3.5.2 Clinical practice 
 
The clinical practice of child nursing includes any setting where health care is 
delivered to children and their families (Ball et al 2012:2). The clinical practice 
domain reflects the knowledge and related skill required for managing child 
nursing in clinical practice (Ball et al 2012:3). Knowledge and related skill and 
attitudes in this domain consist of all the aspects distinctive of the clinical 
practice of child nursing. These aspects according to Ball et al (2012:3) and 
Potts and Mandleco (2002:19) include: contemporary aspects, team 
participation and coordination, family-centred care, communication, 
partnership, developmental aspects, and specific disorders. Cultural aspects 
influencing the child nursing practice, the principle of recording history, and 
the construction and coordination of a unique treatment plan in association 
with the multidisciplinary team members should, according to Ball et al 
(2012:3) and Potts and Mandleco (2002:19) also be included as part of the 
clinical practice. 
 
Competencies for clinical practice also relate to the steps of the nursing 
process, namely, assessment, planning, implementation, and evaluation (Ball 
et al 2012:5,110-161). The application of these competencies is embedded in 
knowledge of anatomy, physiology, basic sciences, and specific diseases and 
illness processes affecting the child and the family (Ball et al 2012:3-4). In 
order for the child nurse practitioner to take care of the sick child and the 
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2.3.5.3 Education in practice 
 
The domain of education in practice envisages all aspects of education in the 
child nursing practice, namely, own education, multidisciplinary team 
education, education of the child and the family, and education of the 
community and other role players in managing child nursing care. 
 
Gibbs, Brigden and Hellenberg (2004:5) are of the opinion that education is a 
process which deals with unknown circumstances and outcomes. To these 
authors, the education process is complex and requires synthesis of 
knowledge, skills and experiences to solve problems; it includes features such 
as principles and values and not only standards and criteria. Gibbs et al 
(2004:5) opine that education consists of processes which, when broken 
down into fundamental components, include training, instruction, initiation and 
induction. These processes require knowledge and skill from the child nurse 
practitioner as well as an attitude capable of communicating the correct 
educational message.  
 
According to Van der Horst and McDonald (2009:3-4), the focus of education 
has changed to a people-centred approach. This type of approach 
necessitates the development of knowledge, skill and attitudes in child nurse 
practitioners to enable them to educate and teach in this domain from a 
people-centred angle. The people-centred approach reaffirms the philosophy 
of ubuntu and ensures that education is appropriate and acceptable. Ubuntu 
is an Nguni language word and according to Mutwa (cited in Mulaudzi, Libster 
& Phiri 2009:46), describes attitudes such as “caring, sharing and respecting 
others”. In application as an attitude, ubuntu implies “unselfishness, 
selflessness, humaneness, tolerance, warmth and understanding” (Mulaudzi 
et al 2009:46). These characteristics should be demonstrated as attitudes by 
the child nurse practitioner when managing child nursing in the different 
domains of practice. 
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The child nurse practitioner as educator has the responsibility of promoting 
optimum health in all age groups of children and their families. According to 
Ball et al (2012:3-4), the child nurse practitioner as educator needs to explain 
procedures and treatment modalities and ensure that the child and the family 
receive appropriate information for correct decision making. By applying the 
principles of teaching, child nurse practitioners set examples which convey 
excellence, encouraging the development of staff members who are part of 
the multidisciplinary team. Education in this domain stretches beyond the 
clinical practice of child nursing practice and engages in the educational 
needs of the community outside the health care facility. Sensitivity and 
respect towards cultural and religious practices and acknowledgement of 
these practices in child care will ensure the success of health promotion (Ball 
et al 2012:22). 
 
2.3.5.4 Quality of practice 
 
Competencies in child nursing are required regarding the domain of quality of 
practice. Competencies include knowledge and skill of problem identification, 
writing and reading, problem solving, the research process, data analysis, the 
utilisation of research findings, and participation in projects. Another 
recognised aspect, according to Ball et al (2012:5), to improve the quality of 
practice in child nursing is the utilisation of evidence-based results.  
 
The interrelationship of the competencies of the four domains of practice 
namely professional and ethical practice, clinical practice, education in 





Competencies depicted in this conceptual framework included knowledge, 
skill and attitude. An interrelationship and dependency between these 
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competencies exist. This is indicated by arrows (view Figure 2.2). The 
significance of this is that the child nurse practitioner needs all the 
competencies to care for the child and the family within the child nursing 
practice. The competencies are required for managing child care as well as 
practicing effectively and safely in the different domains of child nursing 
without constant supervision. 
 
Van Zand, Sloand & Wilkins (2008:126-127) confirm the fact that child nurse 
practitioners require special competencies based on the content of the 
education programme. This could lead to the development of an advance 
knowledge framework, but is not necessarily based on the unique 
requirements of the child nursing practice. In order to educate and train the 
child nurse practitioner the required knowledge, skill and attitudes to develop 
as a proficient child nurse practitioner, the competencies for clinical practice 




Knowledge in the conceptual framework comprises propositional knowledge, 
personal knowledge and personal craft knowledge, which is consistent with 
the view of Hinchliff (2004:48). Following is a short description of each.  
o Propositional knowledge is a formal example of knowledge. It is based  
on the relationship between cause and effect, is transferable and 
underpins the practice of the child nurse practitioner. This knowledge 
includes aspects such as learning, theory and research. 
o Personal knowledge reflects the knowledge which the child nurse  
practitioner uses to interpret the meaning behind spoken or unspoken 
words. Personal knowledge is derived from experience and, together 
with propositional knowledge, is required by the child nurse practitioner 
to manage child nursing. 
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o Personal craft knowledge is the knowledge frame which develops over  
time and underpins theory and previous exposure to certain situations in 
child nursing practice. The child nurse practitioner has the ability to 
select appropriate information from the pool of personal craft knowledge 
to apply when managing child nursing in the different domains of 
practice. 
 
Knowledge in the conceptual framework is regarded as the formal part of 
education in Child Nursing Science which will form the foundation of 
managing child nursing. The researcher regards knowledge as the cognitive 
contextualisation of information, theories, data, concepts and facts which is 
consistent with the view of Olivier (2000:37). Knowledge is obtained during 
formal education in Child Nursing Science and relates to skill, attitudes and 
the domains of practice. It is expected of the proficient child nurse practitioner 
to apply the correct knowledge when managing child nursing. 
 
When the student follows the programme in Child Nursing Science, 
knowledge is applied in different ways to clarify new concepts, perspectives 
and problems and generate assimilation of facts. Linking existing knowledge 
with evidence-based information, results in the successful application of 




Skill concerns practical competencies, is founded on – and interrelated to – 
knowledge and attitude, and applies to the different domains of child nursing 
practice. Olivier (2000:37) identifies two different types of skill, namely, 
psychomotor or technical skill, and cognitive or mental skill. The psychomotor 
skill includes the abilities based on hand-eye coordination (Olivier 2000:37-
38).  
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Skill enables the child nurse practitioner to apply techniques to perform 
technical tasks when managing child nursing in the different domains of 
practice. Psychomotor skill are founded on cognitive conceptualisation and 
include specific aspects relating to child nursing practice such as bathing a 
baby, the placement of intravenous access lines, airway intubation and the 
physical assessment of a child. It is evident from the few listed examples that 
some psychomotor skill requires more knowledge, support and critical thinking 
intervention than others (Olivier 2000:38). Bathing a baby, for example, is less 
delicate and precise than intubation of its airway. 
 
Cognitive skill is the result of mental techniques which are applied to 
manipulate information, knowledge or data at a specific level of complexity 
(Olivier 2000:38). Cognitive skill such as decision making, problem solving 
and assembling of data are examples which relate to the different domains of 




According to Hinchliff (2004:48), the strength element of attitudes as one of 
the competencies, manifests in three different parts namely, thinking, feeling 
and acting. The thinking element of attitudes includes aspects such as beliefs 
while the feeling part reflects the emotion which is involved with behaviour. 
The acting element of attitudes is the aspect which accompanies the 
behaviour. Olivier (2000:40) states behaviour is also regarded as proof that 
the child nurse practitioner adheres to certain values. Proof of adherence is 
demonstrated in the manner in which the child nurse practitioner cooperates 
with the child, the family and the multidisciplinary team during interaction. 
Ubuntu is also considered as part of attitude (Olivier 2000:40).  
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2.4 COMPETENCIES REQUIRED FOR THE PROGRAMME IN CHILD 
NURSING SCIENCE 
 
The competencies required by child nurse practitioners enrolled for the 
programme in Child Nursing Science are based on the curriculum of the 
bachelor degree (NEI 2004) as presented at the NEI under study. The 
ACPCHN (2006) delineated specific competencies for the Specialist 
Paediatric and Child Health Nurse functioning in Australia. In addition, the 
WHO European Strategy for Continuing Education identified the need for 
“well-prepared, up-to-date, competent nurses and midwives. These nurses 
should participate in life-long learning and able to work confidently, 
maintaining professional standards of care as the sound basis for 
multiprofessional collaboration and partnership with patients, healthy 
individuals, families and communities” (WHO 2003:5).  
 
The children’s (or paediatric) nursing curriculum was prepared for the 
WHO/Europe as one of the several post-qualifying curricula requested by 
some member states (United Kingdom, Slovenia, Iceland, Hungary, Lithuania 
and Finland). The curriculum was prepared to assist these countries in their 
progress towards implementation of the WHO Region Continuing Education 
Strategy for Nurses and Midwives (WHO 2003:1). The curriculum was 
developed to educate children’s nurses working in the hospital or the 
community, including health care centres or home care settings (WHO 
2003:6).  
 
The researcher compared the competencies derived from the current 
programme for Child Nursing Science used at the NEI, competencies for the 
Specialist Paediatric and Child Health Nurse (ACPCHN 2006:13-24) and the 
WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). The 
comparison was then divided into three different sections, namely knowledge 
required by child nurse practitioners, skill required by child nurse practitioners 
and attitude required by child nurse practitioners (view Tables 2.7 to 2.15). 
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The three components, namely knowledge, skill and attitude are tabulated 
and compared below. 
 
2.4.1  Knowledge required by child nurse practitioners 
 
This section relates to competencies in knowledge required by the child nurse 
practitioners. The comparison is tabulated in terms of four knowledge 
domains: 
 
o Knowledge domain 1: Professional and ethical practice 
o Knowledge domain 2: Clinical practice 
o Knowledge domain 3: Education in practice 
o Knowledge domain 4: Quality of practice 
 
Note:  
1. The researcher used colours to indicate the specific domains to guide and 
simplify the flow of information to the reader. The specific colours used to 
indicate the different domains are consistently used from this point onward in 
the study. This includes the structured, self reported questionnaire, 
discussions in Chapter 4 as well as recommendations in Chapter 5. 
2. The heading “Refined” in Tables 2.7 to 2.15 was purposefully blocked in 
black in this chapter because the research findings had not yet been known at 
this point of the study. Recommendations for the heading “Refined” of the 
current programme in Child Nursing Science are provided in Chapter 5 (view 
Tables 5.1 to 5.9).  
3. The blocks in Tables 2.6 to 2.14 marked as               indicate the 
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2.4.1.1 Knowledge domain 1: Professional and ethical practice 
 
Table 2.7 reflects the comparison of the competencies in the Knowledge 
domain 1: Professional and ethical practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.7: Comparison: Knowledge domain 1: Professional and ethical 
practice 
Knowledge domain 1: Professional and ethical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 




Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Knowledge of Acts, regulations, policies, guidelines and standards 
Legislation (e.g. Constitution of the Republic of 





National guidelines (e.g. feeding policies; 
immunisation policies) √    
√ (16;18; 
22)  √ (18;19)  
Organisational/institutional guidelines, policies 
and standards √    
√ (16;18; 
22)  √ (18)  
Notification of child maltreatment √    √ (16)  √ (18)  
Knowledge of ethical, justified and safe practice 
Professional codes of ethics √    √ (12;13; 16;22)  √ (14;21)  
Ethical research practices in child nursing √    √ (15;16)  √ (20)  
Ethical decision making √    √ (16;17)  √ (20;25; 26)  
Professional misconduct √    √ (16)  √ (21;25)  
Disclosure of confidential patient information √    √ (16)  √ (20;21)  
Consent for all intervention and/or treatment √    √ (16)  √ (20;21)  
Concept of dual loyalty  X   √ (16)   X 
Consent from children and families for any 
intervention or participation in research 
activities 
√    √ (16)  √ (20;21)  
Knowledge to advocate for the child and family 
Responds to discussion papers/calls for 
comment/ proposed legislation and health care 
changes pertaining to child health 
 X   √ (14;24)  √ (15;20)  
Advocate child rights √    √ (12;13; 14;16)  
√ (1819; 
24);  
Support child and family to advocate changes √    √ (14;22; 24)  √ (18;23)  
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2.4.1.2 Knowledge domain 2: Clinical practice 
 
Table 2.8 reflects the comparison of the competencies in the Knowledge 
domain 2: Clinical practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.8: Comparison: Knowledge domain 2: Clinical practice 
Knowledge domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Contemporary aspects of child nursing practice 
Perspectives on child health and child nursing 
practice √  
  √ (19)  √ (17;23)  
Role of the child nurse practitioner √    √ (13;16; 18)  √ (17;18)  
Factors and tendencies that influence child 
health √  
   X  X 
Paediatric health care systems √    √ (18)  √ (29)  
Integrated management of childhood illnesses 
(IMCI) √  
  √ (19)  √ (17;23)  
Cutting edge issues in child nursing practice √    √ (13;16; 18)  √ (17;18)  
Team coordination 
Appropriate delegation √    √ (23)  √ (27;28)  
Acuity levels √    √ (23)  √ (27;28)  
Team building √    √ (13;14; 23)  
√ (14;15; 
27;28)  
Empowerment techniques  X   √ (16;23)  √ (27;28)  
Formal and informal communication channels √    √ (12;18; 23)  √ (18;19)  
Effective interdisciplinary team participation 
Consultation process  X   √ (12;14; 21)   √ (27;28)  
Interdisciplinary team membership and team 
functioning √  
  √ (12;14; 21)  √ (14;15)  
Group organising, leading and participating √    √ (12;14; 21)  √ (27;28)  
Negotiate adequate resources 
Liaison for adequate resources  X   √ (14;23)  √ (18)  
Environmental resources management  X   √ (14:23)  √ (18)  
Work load management √    √ (17)  √ (27;28)  
Financial management √    √ (23)  √ (27;28)  
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Knowledge domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Care provided 
Principles of the nursing process √    √ (17)  √ (23)  
Individualising of nursing care √    √ (12;16)  √ (23)  
Early discharge planning programmes √    √ (18)  √ (30)  
Family-centred care 
Theory of family-centred care √    √ (10;13; 16;18)  √ (17;23)  
Family structure √    √ (10;17; 18)  √ (17;30)  
Parental roles √    √ (17;18)  √ (17;30)  
Child rearing practices √    √ (12)  √ (17;30)  
Families in cultural diverse communities √    √ (13;16; 17)  √ (17;18)  
Impact of illness on the child and family √    √ (16;17; 18)  √ (18)  
Effective communication with the child and the family 
Age and development appropriate techniques 
and strategies √  
  √ (13;16; 17;21)  
√ (17;18; 
23)  
Recognising of emotions and needs through 
behavioural responses √  
  √ (16;17; 18;21)  
√ (17;18; 
23)  
Opportunities to express feelings and voice 
concerns √  
  √ (12;17; 21)  √ (18)  
Negotiated partnership with the child and the family 
Principles of negotiated partnership 
relationships in child nursing  X   
√ (12;14; 
17;21)  √ (25)  
Decision making process √    √ (12;13; 14;21)  √ (14;15)  
Different care roles in child nursing √    √ (12;21)  √ (14;15)  
Developmental patterns 
Embryology √     X √ (17;29)  
Genetic inheritance patterns √     X √ (17;29)  
Teratogens  √     X √ (17;29)  
Concepts of growth and development √    √ (13;16; 17)  √ (17)  
Normal neonate √    √ (16)  √ (17)  
Specific health needs and health promotion 
during infancy √  
  √ (16)  √ (17;18)  
Specific needs and health promotion during 
toddlerhood √  
  √ (16)  √ (17;18)  
Specific needs and health promotion during 
the school years √  
  √ (17)  √ (17;18)  
Specific needs and health promotion during 
adolescence √  
  √ (17)  √ (17;18)  
Environmental safety within the developmental 
context √  
  √ (17)  √ (17;18)  
Self care activities √    √ (17)  √ (18;30)  
Specific play activities  √    √ (17)  √ (18)  
The child with special needs (e.g. deafness, 
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Knowledge domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Specific disorders or problems 
Apply anatomy and physiology to all body 
systems √     X 
√ (17;22; 
23)  
Specific neonatal disorders 
High risk neonate (e.g. birth injuries, 
hyperbilirubinemia) √  
   X √ (22;23)  
Neonate with special needs (e.g. metabolic 
imbalances) √  
   X √ (22;23)  
Neonate with defects in physical development 
(e.g. neural tube defects, hernias) √  
  √ (16)  √ (22;23)  
Cardiovascular disorders 
Congenital cardiac defects √    X  √ (22;23)  
Acquired cardiac disorders √    X  √ (22;23)  
Shock and shock syndromes √    √ (17)  √ (22;23)  
Respiratory disorders 
Respiratory disorders of the lower airways 
(e.g. pneumonia, bronchitis) √  
   X √ (22)  
Chronic respiratory problems (e.g. asthma; 
cystic fibrosis) √  
   X √ (22)  
Croup syndromes (e.g. epiglotitis; 
laryngotracheobronchitis) √  
   X √ (22)  
Neurological disorders 
Epilepsy and seizures √     X √ (29)  
Intracranial infections (e.g. meningitis, brain 
abscess) 
√     X √ (22)  
Neuromuscular problems (e.g. Guillain-Barré 
syndrome, cerebral palsy) 
√     X √ (29)  
Endocrine disorders 
Diabetes insipidus √     X √ (22)  
Diabetes mellitus √     X √ (22;29)  
Cushing’s syndrome √     X √ (22)  
Hypothyroidism √     X √ (22)  
Addison’s disease √     X √ (22)  
Gastrointestinal disorders 
Disorders caused by disturbance in fluid and 
electrolyte (e.g. gastroenteritis, dehydration) √    √ (17)  √ (22)  
Specific gastrointestinal disorders (e.g. 
Hirschsprung, inflammatory bowel disease) 
√     X √ (22)  
Malnutrition (e.g. kwashiorkor; marasmus) √    √ (17)   X 
Enteral and parenteral nutritional support √    √ (17)   X 
Hepatitis √     X  X 
Renal disorders 
Urinary tract infection √     X  X 
Renal failure √     X  X 
Musculoskeletal disorders 
General orthopaedics (e.g. fractures, 
osteomyelitis, tractions) 
√    √ (17)   X 
Congenital orthopaedics (e.g. hip dislocation, 
talipes) 
√     X  X 
Haematological disorders 
Anaemias (e.g. iron deficiency, haemolytic) √     X  X 
Bleeding disorders (e.g. haemophilia; β-
Thalassemia) 
√     X  X 
Childhood cancer (e.g. leukaemia, lymphoma) √     X √ (29)  
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Knowledge domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Infections 
Common infectious diseases (e.g. measles) √     X √ (22;23) X 
HIV/AIDS √     X √ (22) X 
Accidents and emergencies 
Head injuries √    √ (17)  √ (22)  
Violence and child health √    √ (17)  √ (23)  
Life-threatening incidents (e.g. near drowning, 
burns) 
√    √ (17)  √ (22)  
Miscellaneous disorders and problems 
General ear, nose and throat disorders (e.g. 
otitis media, epistaxis) 
√     X  X 
Tonsillitis √     X  X 
Eye disorders and/or problems (e.g. 
strabismus, conjunctivitis) 
√     X  X 
Dermatological problems (e.g. impetigo; 
dermatitis) 
√     X  X 
Adolescent pregnancies    X    X  X 
Termination of pregnancies  X    X  X 
Counselling and therapeutic relationships 
Counselling techniques  X   √ (14;21)  √ (18;27; 28)  
Participation in resolution √    √ (14;16; 21)  
√ (18;27; 
28)  
Negotiation techniques for working 
relationships 
 X   √ (14;21)  √ (18;27; 28)  
Collaboration with other health professionals √    √ (14;21)  √ (18;24; 27;28)  
Referring techniques √    √ (18)  √ (24)  
Complementary and traditional nursing care practices  
Integration of traditional and therapeutic 
therapies  X   √ (10;18)  √ (29)  
Indigenous therapies (e.g. herbal therapy,)   X   √ (10;18)  √ (29)  
Complementary therapies (e.g. massage, 
aromatherapy)   X   √(10;18)  √ (29)  
Development of support groups 
Development of support groups √    √ (14;17; 21)  √ (27;28)  
Appropriate referral 
Appropriate referral to utilize resources 
adequately  X   √ (23)  √ (27;28)  
 
 
2.4.1.3 Knowledge domain 3: Education in practice 
 
Table 2.9 reflects the comparison of the competencies in the Knowledge 
domain 3: Education in practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
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o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.9: Comparison: Knowledge domain 3: Education in practice 
Knowledge domain 3: Education in practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Envisage own continuous education and professional development 
Current knowledge of child nursing issues √    √ (12;13; 20)  
√ (13;14; 
23;24)  
Read and/or consult relevant literature √    √ (12;18)  √ (20;21)  
Attend conferences √    √ (20)  √ (21)  
Participate in continuing education √    √ (20)  √ (21)  
Further professional studies √    √ (20)  √ (28)  
Develop writing skills  √    √ (20)  √ (20)  
Develop case studies  X   √ (20)   X 
Utilise newsletters   √    √ (20)  √ (28)  
Participate in relevant professional 
organisations   √    √ (14;20)  √ (21;28)  
Educational principles to enable child and family in decision making about care 
Educational strategies  √    √ (12;13; 19)  √ (14)  
Educational approaches √    √ (12;13; 19)  √ (14;15)  
Correct selection of educational material √    √ (12;13; 19)  √ (18)  
Learning needs of the child and family √    √ (12;13; 17)  √ (18;23)  
Practice standards for performance assessment 
Guidelines/standards √    √ (13;18)  √ (23;24)  
Identification of learning needs of self and 
others √  
  √ (13;19)  √ (14;15)  
Feedback after performance assessment √    √ (20)  √ (28)  
Relevant conceptual frameworks 
Conceptual frameworks √    √ (13;19)  √ (28)  
Systematic approach principles √    √ (19)  √ (20;21)  
Partnership in care frameworks √    √ (14;19)  √ (28)  
Benchmark strategies 
Peer groups dynamics √    √ (13;22)  √ (28)  
Network development √    √ (22)  √ (20;21)  
Consultation with colleagues or mentors √    √ (22)  √ (28)  
Mentorship 
Role of a mentor √    √ (13;19)  √ (28)  
Orientation of new staff √    √ (18)  √ (28)  
Experiential learning √    √ (18)  √ 14;15)  
Assessment, assertiveness, flexibility and change 
Accountability √    √ (19)  √ (24;25)  
Feedback of assessment outcomes  X   √ (19)  √ (28)  
Knowledge of change process in a group √    √ (14;19)  √ (27;28)  
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Knowledge domain 3: Education in practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Educate other professionals and the community 
Role of the child nurse practitioner  √    √ (13;20)  √ (14;15; 23;34)  
Staff development √    √ (20)  √ (27;28)  
Workshop presentation  X   √ (20)   X 
Share expert knowledge to the clinical practice 
and professional organisations √  
  √ (13;14; 20)  √ (20;21)  
 
 
2.4.1.4 Knowledge domain 4: Quality of practice 
 
Table 2.10 reflects the comparison of the competencies in the Knowledge 
domain 4: Quality of practice based on:  
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.10: Comparison: Knowledge domain 4: Quality of practice 
Knowledge domain 4: Quality of practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Challenges 
Recognise challenges as basis for research 
and/or quality activities √    
√ (12;14; 
24)  √ (20;21)  
Contribute to research and/or quality priorities √    √ (12;14; 24)  √ (20;21)  
Quality improvement 
Quality improvement techniques and activities √    √ (13;23)  √ (20;21)  
Communication of quality activity results √    √ (14;23)  √ (20;21)  
Incorporation of quality improvement into 
practice √  
  √ (13;14; 23)  √ (20;21)  
Change strategies √    √ (13;23)  √ (27;28)  
Develop and support strategies for practice development 
Organisational vision, mission, philosophy and 
goals √  
  √ (13;16; 23)  √ (25)  
Plan and assess for practice development √    √ (23)  √ (28)  
Apply organisational vision, mission, 
philosophy and goals to child nursing care 
planning, delivery and assessment 
√  
 
 √ (13;14; 16;23)  √ (25)  
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Knowledge domain 4: Quality of practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Evidence-based practice 
Quality improvement processes √    √ 12;14; 15;23)  √ (20;21)  
Research principles √    √ (13;15; 23)  √ (20;21)  
Incorporate findings into child nursing practice √    √ (12;13; 14;23)  √ (20;21)  
Participate in research    X   √ (12;15; 24)  √ (20;21)  
Contribute to the development of research 
proposals    X   
√ (12; 
24)  √ (20;21)  
Collaborate with role players in research  X   √ (12;15; 24)  √ (20;21)  
Conduct literature reviews to improve child 
practice √  
  √ (12;17)  √ (21)  
Psychosocial effects of research on the child 
and family √  
  √ (24)   X 
Support to the child and family participating in 
research or quality activities √  
  √ (24)   X 
Data and record protection √    √ (24)  √ (21;23; 24)  
Child nurse practitioner is member of relevant 
groups/committees/ boards √    
√ (13;20; 
22)  √ (20;21)  
Contributes to different forums 
 √    √ (20;22)  √ (20;21)  
Shares specialist knowledge and perspectives √    √ (13;20; 22)  √ (28)  
Involved in clinical governance  X    X √ (28)  
Involved in risk management √    √ (17)  √ (28)  
Involved in clinical auditing √    √ (17)  √ (28)  
Inclusion of children and families in relevant 
organisational decision making √    
√ (13;14; 
16;17;22)  √ (25)  
Supports children and families to participate in 
relevant organisational committees/groups √    
√ (14;16; 
17;22)  √ (25)  
 
 
The next section reflects on the comparison of competencies which required 
skill of child nurse practitioners (view Section 2.4.2).  
 
2.4.2 Skill required by child nurse practitioners 
 
This section relates to competencies in skill required by child nurse 
practitioners. The comparison reflects in table format the skill related 
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o Skill domain 1: Professional and ethical practice 
o Skill domain 2: Clinical practice 
o Skill domain 3: Education in practice 
o Skill domain 4: Quality of practice 
 
 
2.4.2.1 Skill domain 1: Professional and ethical practice 
 
Table 2.11 reflects the comparison of the competencies in the Skill domain 1: 
Professional and ethical practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.11: Comparison: Skill domain 1: Professional and ethical 
practice 
Skill domain 1: Professional and ethical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Function in accordance with Acts, regulations, policies and standards 
Application of national legislation e.g. 
Children’s Bill, declaration of child rights √  
  √ (12;13; 16)  √ (18;25)  
Correct method of notification of child 
maltreatment √  
  √ (16)  √ (18;23; 24)  
Method to disclosure confidential information √    √ (16)  √ (20;21)  
Conduct ethical, justified and safe practice 
Demonstrates skill and compliance with 
relevant professional codes of ethics √  
  √ (12;13; 16;22)  
√ (17;18; 
25)  
Identifies ethical issues √    √ (16)  √ (20;21)  
Engages in ethical decision making √    √ (16;17)  √ (20;21)  
Maintains objectivity when confronted with 
differing values and beliefs √  
  √ (13;16)  √ (18;25)  
Handling of complaints √    √ (16)  √ (25)  
Documentation √    √ (16)  √ (20)  
Use of health care records and other relevant 
information before commencing nursing care √  
  √ (16)  √ (23)  
Handling of unsafe practices/professional 
misconduct √  
  √ (16)  √ (20;21)  
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Skill domain 1: Professional and ethical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Advocate for children and families 
Responds to calls for and health care changes 
pertaining to child health √    √ (14;22)  √ (20;21)  
Implements relevant policies in child nursing 
practice √  
  √ (13;16; 22)  √ (23;24)  
Participates in committees within or outside 
health service level   √  
  √ (14;22)  √ (25)  
 
2.4.2.2 Skill domain 2: Clinical practice 
 
Table 2.12 reflects the comparison of the competencies in the Skill domain 2: 
Clinical practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.12: Comparison: Skill domain 2: Clinical practice 
Skill domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Integrated system approach 
Assess aspects of normal development √    √ (13)  √ (17;18; 22;23)  
Utilises and applies correct physical and 




 √ (17)  √ (17;18; 22;23)  
Identifies and manages child health needs and 
problems √  
  √ (13)  √ (17;18; 22;23)  
Negotiates a plan of care that will meet the 
required outcomes √  
  √ (13)  √ (22;23)  
Rationales for intervention by utilising current 
knowledge and best practice in child nursing √  
  √ (13)  √ (23)  
Assesses, communicates and documents 
response to nursing intervention √  
  √ (13;17)  √ (22;23; 25)  
Re-plans and prioritises workload in response 
to rapid changes in child’s health status √  
  √ (17)  √ (18;22; 23)  
Techniques to minimise distress of procedures 
and hospitalisation √  
  √ (17)  √ (23)  
Correct use of technological support √    √ (17)  √ (18;22; 23)  
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Skill domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Safe pharmacological preparation, 
administration and storage of medication √  
  √ (17)  √ (23)  
Resuscitation techniques √    √ (17)  √ (22;23)  
Assessment of nutritional/dietary needs √    √ (17)  √ (23)  
Assessment of hydration status and fluid 
management √  
  √ (17)  √ (23;30)  
Pain management √    √ (17)  √ (18;22; 23)  
Utilises the personal health record of a child √    √ (17)  √ (23)  
Infection control principles √     X √ (18;22)  
Aseptic non-touch techniques √     X  X 
Bereavement care √    √ (17)  √ (23;30)  
Monitoring of blood glucose √     X  X 
Use and care of central lines √     X  X 
Chest tubes and underwater drainage systems √     X  X 
Breast feeding technique and assistance √     X  X 
Preparation of bottle feeds √     X  X 
Enteral feeding techniques e.g. cup feeding √     X  X 
Hygiene according to developmental stages 
and health needs 
√     X  X 
Incubator care √     X  X 
Intravenous therapy e.g. Intravenous infusions, 





  X  X 
Isolation techniques √     X  X 
Lumbar puncture √     X  X 
Neurological observations √     X  X 
Coma scales √     X  X 
Oxygen therapy √     X  X 
Phototherapy √     X  X 
Plaster care √     X  X 
Positioning, handling and exercises of sick 
and/or hospitalised children of all ages, 





  X  X 
Pre-operative care √     X  X 
Post-operative care √     X  X 
Pressure area care √     X  X 
Radiological investigations √     X  X 
Basic interpretation of radiological 
investigations 
√     X  X 
Removal of wound drains √     X  X 
Management of a child during a seizure √     X  X 
Skin care of the healthy and diseased skin √     X  X 
Specimen collection √     X  X 
Stoma care √     X  X 
Airway suctioning √     X  X 
Tracheostomy care √     X  X 
Orthopaedic traction therapy and care √     X  X 
Urinary catheterisation √     X  X 
Venepuncture and cannulation √     X  X 
Paediatric wound assessment and care √     X  X 
Interpretation of blood investigations √     X  X 
Monitoring of physiological signs √     X √ (23)  
Transportation of the critically ill child  X    X  X 
Respiratory support √     X  X 
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Skill domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Cardiac pacing in children  X    X  X 
Renal replacement therapies e.g. peritoneal/ 
haemodialysis 
 X    X  X 
Preparation for organ donation/transplant  X    X  X 
Care of the dying child √     X √ (23;30)  
Family assessment √    √ (12;23)  √ (17;18; 22;23;30)  
Integrated management of childhood illnesses 
(IMCI) 
√     X  X 
Development of clinical protocols √    √ (18)!  √ (20;21)  
Clinical judgements based on evidence-based 
practice, protocols 
√    √ (13;15)  √ (20;21)  
Critical thinking based on experience, 
knowledge 
√    √ (13;14)  √ (14;15)  
Primary health care principles √    √ (13)  √ (18)  
Participates in and promotes immunisation 
programmes 
√    √ (16)  √ (17;18)  
Communication techniques √    √ (13)  √ (18)  
Lifestyle changes √    √ (19)  √ (23)  
Community resource networking    X   √ (13;14)  √ (18)  
Care of the child 
Verbal and written links between history, 
needs and nursing care 
√    √ (13;16)  √ (18)  
Applies the principles of the nursing process √    √ (13)  √ (23;25)  
Individualises nursing care √    √ (13)  √ (23;25)  
Utilises early discharge planning programmes √    √ (18)  √ (30)  
Age specific needs and development 
Applies principles of growth and development √    √ (13;16)  √ (17;18)  
Provide physical, psychosocial and spiritual 
well-being of children 
√    √ (13)  √ (18;23)  
Demonstrates understanding of issues relating 





 √ (13)  √ (17;18; 23)  
Follows universal precautions for safe clinical 
practice 
√    √ (16)  √ (23)  
Allows self-care activities where appropriate √    √ (17)  √ (23)  
Utilises play activities √    √ (17)  √ (18)  
Provides age specific toys   √    √ (17)  √ (18)  
Allows the need for comfort and security 
objects e.g. blankets, toys 
√    √ (13)   X 
Apply family-centred care 
Applies cultural sensitive nursing care √    √ (13;16)  √ (18)  
Implements family-centred activities √    √ (13;16)  √ (17;18)  
Respects decisions made by the family √    √ (13)  √ (17;18)  
Positive messages to the child √    √ (17)  √ (18;23)  
Supports the child and family during 
hospitalisation, illness, treatment and grieving 
√    √ (13;16)  √ (18;23)  
Supports the family in parenting roles √    √ (13)  √ (17;18; 23)  
Apply complementary and traditional nursing care practices 
Indigenous therapies    X   √ (10;18)  √ (30)  
Complementary therapies e.g. massage, 
aromatherapy, therapeutic touch, creative 
visualisation, reflexology 
 X   √ (10;18)  √ (30)  
Integration of traditional and therapeutic 
therapies into practice √    √ (10;18)  √ (23)  
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Skill domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Effective communication with the child and family 
Uses age and developmentally appropriate 
communication techniques and strategies 
√    √ (14;16; 23)  √ (18;23)  
Recognises the behaviour response of the 
child as a communication skill 
√    √ (18;21)  √ (18;23)  
Demonstrates effective two-way 
communication techniques 
√    √ (18;21)  √ (18;23)  
Establish partnerships 
Provides support to assist negotiated 
partnership √  
  √ (13;14; 21)  √ (27)  
Where appropriate, includes the child in the 
decision making process 
√    √ (13;14; 21)  √ (25)  
Negotiates different care roles with the child 
and family 
√    √ (13;14)  √ (17;18; 23)  
Effective interdisciplinary team participation 
Consults with members of the multi-
professional team 
√    √ (13;14)  √ (23)  
Demonstrates child nursing centred 
perspectives to the multi-professional team 
√    √ (13;14)  √ (23)  
Demonstrates an ability to work as a team 
member 
√    √ (13;14)  √ (23)  
Organises support networks √    √ (13;14)  √ (20)  
Demonstrates skills in effective organising, 
participating and leading of groups 
√    √ (13;14)  √ (27;18)  
Counselling and therapeutic relationships 
Demonstrates effective counselling techniques √    √ (14)  √ (18)  
Assists children and families to identify needs √    √ (13)  √ (23)  
Working relationship with the child and family √    √ (13)  √ (17;18; 23)  
Collaboration with other health professionals 
for the benefit of the child and family 
√    √ (13;14)  √ (23;24)  
Contribute to the development of support 
groups 
√    √ (14)  √ (24)  
Enable children and families to participate in practice development 
Lobbies for the inclusion of children and 
families in relevant organisational decision 
making 
 X   √ (14)  √ (25)  
Encourages children and families to participate 
in relevant organisational committees/groups  X   √ (14)  √ (25)  
Participate in forums to enhance communication and practice development 
Achieves membership on relevant groups/ 
committees/boards √    √ (14)   X 
Contributes to different forums √    √ (14)  √ (20)  
Shares specialist knowledge and perspectives  X   √ (14)  √ (20)  
Team coordination 
Ensures appropriate human resource 
allocation 
√    √ (14)  √ (27;28)  
Appropriate delegation √    √ (14)  √ (27;28)  
Correct utilisation of acuity levels √    √ (23)  √ (27;28)  
Promotes team building √    √ (14)  √ (27;28)  
Participates in group decision making √    √ (14)  √ (25)  
Demonstrates empowerment of others √    √ (14)  √ (28)  
Use formal and informal communication 
channels 
√    √ (13)  √ (18)  
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Skill domain 2: Clinical practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Negotiate adequate resources 
Demonstrates a flexible approach to workload √    √ (17)  √ (27;28)  
Liaises to ensure adequate resources √    √ (14)  √ (27;28)  
Utilises financial and environmental resources 
effectively 
√    √ (23)  √ (27;28)  
Acts on situations that compromise child safety √    √ (16,17)  √ (18)  
 
 
2.4.2.3 Skill domain 3: Education in practice 
 
Table 2.13 reflects the comparison of the competencies in the Skill domain 3: 
Education in practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.13: Comparison: Skill domain 3: Education in practice 
Skill domain 3: Education in practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Utilise appropriate educational principles to enable the child and family in decision making about care 
Enable informed decision making √    √ (13;19)  √ (23;25)  
Assist the child and family to recognise and 
understand current health needs 
√    √ (13;19)  √ (17;18; 23)  
Assist the child and family to recognise and 
understand changes in health status 
√    √ (13;19)  √ (17;18; 23)  
Assess readiness of the child and family to 
learn 
√    √ (13;19)  √ (18;23)  
Provides sufficient time to teach efficiently √    √ (13;19)  √ (14;15; 18)  
Utilises appropriate educational strategies √    √ (13;19)  √ (14;15; 25)  
Applies the correct educational approaches √    √ (13;19)  √ (14;15; 18;25)  
Uses the correct educational material √    √ (13;19)  √ (23)  
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Skill domain 3: Education in practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Utilise professional child nursing practice standards for performance assessment 
Utilises specialty guidelines/standards to 
consider performance 
√    √ (13;19)  √ (20;23)  
Identifies learning needs of self and others √    √ (14;19)  √ (14;15)  
Provides feedback after performance 
assessment 
√    √ (19)  √ (28)  
Incorporation of results into practice √    √ (19)  √ (28)  
Apply relevant conceptual frameworks 
Utilises appropriate conceptual frameworks √    √ (13;19)  √ (23;27)  
Utilises systematical principles to child nursing √    √ (19)  √ (23)  
Establish benchmarking strategies 
Develops networks √    √ (13)  √ (20)  
Facilitates mutual sharing of issues √    √ (14)  √ (21)  
Consults with colleagues or mentors √    √ (13)  √ (23)  
Liaises with all important others involved √    √ (13;14)  √ (23)  
Serve as a mentor 
Contributes to the orientation of new staff √    √ (19)  √ (27;28)  
Contributes to the learning experiences of 
others 
√    √ (14;19)  √ (27;28)  
Contributes to the professional development of 
self and others 
√    √ (14;19)  √ (14:15)  
Assessment, assertiveness, flexibility and change 
Accepts accountability for own actions √    √ (14)  √ (25)  
Completes assessment activities √    √ (14)  √ (23)  
Provides feedback of assessment outcomes √    √ (19)  √ (23)  
Identifies and documents performance 
strengths and areas of improvement 
√    √ (20)  √ (27;28)  
Manages the change process in a reflective 
and supportive manner 
√    √ (20)  √ (14)  
Educate other professionals and the community 
Presents educational sessions/workshops √    √ (14;20)  √ (28)  
Explains and promotes the child nurse 
practitioners role and value 
√    √ (14;20)  √ (28)  
Participates on committees within and outside 
the clinical practice and professional 
organisation   
√ 
   √ (14;20)  √ (28)  
Take responsibility for own professional development 
Maintains an expertise knowledge √    √ (14)  √ (20)  
Reads and/or consults relevant literature √    √ (20)  √ (20)  
Attends conferences √    √ (20)  √ (28)  
Participates in continuing education √    √ (14)  √ (28)  
Furthers post graduate studies √    √ (20)  √ (28)  
Develops case studies    X   √ (20)   X 
Writes for news letters    X   √ (20)  √ (20)  
Participates in relevant professional 
organisations   
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2.4.2.4 Skill domain 4: Quality of practice 
 
Table 2.14 reflects the comparison of the competencies in the Skill domain 4: 
Quality of practice based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.14: Comparison: Skill domain 4: Quality of practice 
Skill domain 4: Quality of practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Address challenges 
Recognises issues/problems for possible 
investigation 
√    √ (12;14)  √ (20;21)  
Contributes to the identification of research 
and quality priorities 
√    √ (12;14)  √ (20;21)  
Improve quality 
Participates in quality activities √    √ (12;14)  √ (20;21)  
Communicates results of quality activities √    √ (12)  √ (20;21)  
Incorporates quality improvement into practice √    √ (12;13)  √ (20;21)  
Utilises strategies to manage change √    √ (12;13)  √ (25)  
Develop and support the strategic direction for practice development 
Participates in organisational planning and 
assessing 
√    √ (14;16)  √ (28)  
Applies the principles of organisational vision, 
mission, philosophy, goals to child nursing 




 √ (12;13; 14)  √ (27;28)  
Apply principles of evidence-based practice 
Demonstrates knowledge of quality 
improvement processes 
√    √ (12;24)  √ (20;21)  
Demonstrates knowledge of research 
principles 
√    √ (12;24)  √ (20;21)  
Applies research and quality findings in child 
practice 
√    √ (12;24)  √ (20;21)  
Seeks opportunities to participate in research    X   √ (12;24)   X 
Contributes to the development of research 
proposals   X  
 
√ (12;24)   X 
Collaborates with all appropriate role players in 
undertaking research    X   √ (12;24)  √ (20;21)  
Applies literature related to child needs or 
issues 
√    √ (12;13)  √ (20;21)  
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Skill domain 4: Quality of practice 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Clinical judgement skill regarding ethical 
research practices in child nursing 
√    √ (24)  √ (20)  
Explains the probable psychosocial effects of 
research on the child and family 
√    √ (24)   X 
Supports the child and family participating in 
research or quality activities 
√    √ (12)   X 
Maintains confidentiality and privacy of 
information 
√    √ (24)  √ (21;23)  
Safe data keeping √    √ (24)  √ (21;23)  
 
The next section reflects on the comparison of competencies which required 
attitudes of child nurse practitioners (view Section 2.4.3).  
 
2.4.3 Attitude required by child nurse practitioners 
 
This section relates to competencies in attitude required by child nurse 
practitioners. Table 2.15 reflects the comparison of the competencies in 
attitude based on: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
Table 2.15: Comparison: Attitude required by child nurse practitioners 
Attitude required by the child nurse practitioner 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Attitude of child nurse practitioners 
Respect for the family centred care approach √    √ (12;13; 16;17)  
√ (17;18; 
23;30)  
Showing unique insight into inherent dignity √    √ (12;13; 17)  √ (23;30)  
Non-judgemental approach √    √ (16;17)  √ (23;30)  
Values family knowledge √    √ (12;13)  √ (17;18 ;23;30)  
Accepts family centred decision making √    √ (12;13)  √ (17;18; 23;30)  
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Attitude required by the child nurse practitioner 
Competencies 
Nursing Education Institution Australia World Health Organization 
Programme in Child Nursing Science Competency 
document 
European Child 
Nursing Curriculum Current Refined 
Yes No Yes No Yes No Yes No 
Respect for the self √    √ (13;14)  √ (25)  
Respect for the views of the child and family √    √ (12;13; 14;16;17)  
√ (17;18; 
23;30)  
Accepts responsibilities for nursing care and 
duties 
√    √ (13;16)  √ (23;30)  
Accepts responsibilities for the demands of the 
practice 
√    √ (13;16)  √ (23;30)  
Honesty √    √ (14)  √ (25)  
Fairness √    √ (14)  √ (25)  
Reliable team member √    √ (13)  √ (14;23)  
Trustworthy when delivering child care √    √ (17)  √ (23)  
Accepts accountability for decisions and child 
nursing care activities 
√    √ (13;16)  √ (17;18; 23)  
Respect for all legal rights regarding child care √    √ (13;14; 16)  
√ (18;20; 
21;23)  
Objectivity in differing values, beliefs and child 
health practices 
√    √ (13;16)  √ (18;23)  
Demonstrates attributes of caring: empathy, 
trust, respect, dignity, compassion 
√    √ (13;14)  √ (23;24)  
Cultural sensitive approach to the child and 
family 
 X   √ (13;16)  √ (18;23; 30)  
Self-image as child nurse practitioner  X   √ (13;14)  √ (15)  
Adaptability under difficult circumstances √    √ (14;16 17)  √ (15)  
Demonstrates integrity √    √ (13;14; 16)  √ (24)  
Values and acknowledges the knowledge of 
others 
√    √ (13;14)  √ (27;28)  
Values and acknowledges the skills of others √    √ (13;14)  √ (27;28)  
Commitment towards quality care √    √ (13;14)  √ (20;21; 25)  
 
 
Similarities and differences were identified in comparing the competencies in 
the current programme for Child Nursing Science used at the NEI, 
competencies for the Specialist Paediatric and Child Health Nurse (ACPCHN 
2006:13-24) and the WHO Europe Children’s Nursing Curriculum (WHO 
2003:14-30). 
 
The similarities between the current programme for Child Nursing Science 
used at the NEI, competencies for the Specialist Paediatric and Child Health 
Nurse (ACPCHN 2006:13-24) and the WHO Europe Children’s Nursing 
Curriculum (WHO 2003:14-30) formed the different items which were taken up 
when structuring the self reported questionnaire under factors for each of the 
identified domains (view Section 3.3.2.4). 
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The differences were highlighted with a marked    X.  All the differences in 
current programme for Child Nursing Science used at the NEI as reflected in 
the comparison were presented as items in the structured, self reported 
questionnaire. The respondents were then challenged with these items. 
According to the degree of importance found with the analysis, conclusion and 
recommendations were given to refine the competencies for the programme 
in Child Nursing Science presented at the NEI (view Chapters 4 and 5). This 
ensured that the refinement of the competencies were in line with the changes 
which had occurred in child nursing practice as well as the requirements of 





Chapter 2 provided an overview of competencies for the Specialist Paediatric 
and Child Health Nurse as developed by the ACPCHN in 2006. The chapter 
also referred to the Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) 
as it represents the integration of competencies for the Specialist Paediatric 
and Child Health Nurse. The components of the Cuthberson Diagrammatical 
Matrix, namely the Paediatric and Child Health Nurse Specialist; competent to 
proficient; managing nursing/health care for age groups and families; domains 
of practice and related competencies were discussed. 
 
The adapted and adopted conceptual framework for the NEI consisted of five 
interlinked components, namely the governing bodies; the Nursing Education 
Institution; managing child nursing; domains of practice and competencies 
required for child nurse practitioners. 
 
Chapter 3 provides an in-depth discussion on the research process used in 
the study. 
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3 RESEARCH PROCESS 
 
Karla’s perception of being hospitalised 
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3.1 INTRODUCTION 
 
Chapter 2 provided an overview of the Cuthbertson Diagrammatical Matrix as 
depicted in the ACPCHN Competencies for the Specialist Paediatric and Child 
Health Nurse (ACPCHN 2006:34), the construction of a conceptual framework 
which was used to guide the study, and a comparison of competencies 
required by child nurse practitioners. In this chapter the research process is 
discussed in depth. 
 
The research process included five phases, namely the conceptual, design 
and planning, empirical, analytical and dissemination phases. Each phase 
and how it was applied in the study is discussed in detail.  
 
3.2 REASONING UTILISED 
 
This study followed a quantitative approach in which deductive reasoning was 
used to guide the researcher’s systematic and logical argumentation. This 
was based on the view of LoBiondo-Wood and Haber (2010:114) that 
deductive reasoning starts with a general picture (Cuthbertson 
Diagrammatical Matrix 2006) and then moves towards a specific direction – in 
this study the South African and Gauteng context.  
 
The deductive reasoning in this study evolved around the construction of a 
conceptual framework consisting of various concepts as suggested by 
LoBiondo-Wood and Haber (2010:114). In Figure 3.1 a summary is provided 
of the steps the researcher followed by means of deductive reasoning in 
constructing the structured, self reported questionnaire.  


























Figure 3.1: Summary of the deductive reasoning approach (adopted from 
Creswell 2003:125) 
 
In order to obtain a score relating to the competencies required for a child 
nurse practitioner, a structured, self reported questionnaire was developed. 
Four specific deductive reasoning steps were utilised to develop the 
structured, self reported questionnaire in order to obtain the score: 
o Step 1: Construct a conceptual framework (view Section 2.3) 
o Step 2: Develop a research question based on the conceptual framework 
(view Section 1 4) 
o Step 3: Define variables based on the conceptual framework (view 
Sections 2.3 and 2.4). 
o Step 4: Obtain a score based on a structured, self reported questionnaire 





Develop research questions 
based on the conceptual 
framework 
Define variables based 
on the conceptual 
framework 
Construct a structured, 
self reported 




Obtain a score based  
on the structured, self 
reported questionnaire 
2 3 4 
5 
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3.3 RESEARCH PROCESS 
Gerrish and Lacey (2010:14) state the research process is a linear and 
sequential process. Gillis and Jackson (2002:13) state quantitative research 
follows exact stages in a decidedly linear sequence referred to as the 
‘research process’. The linear sequence of steps in a quantitative research 
study as described by Polit and Beck (2010:73) was selected as example in 
order to conduct this study. The five major phases, namely the conceptual, 
design and planning, empirical, analytical and dissemination phases were 
utilised and are summarised in Table 3.1.  





(view Section 3.2.1) 
 Step 1: Formulation of the problem (view Section 3.3.1.1) 
 Step 2: Review of the related literature (view Section 3.3.1.2) 
 Step 3: Development of a rationale (view Section 3.3.1.3) 
Phase 2: 
 
Design and planning phase 
(view Section 3.2.2) 
 Step 4: Selection of a research design (view Section 3.3.2.1) 
 Step 5: Identification of a population (view Section 3.3.2.2) 
 Step 6: Design of a sampling plan (view Section 3.3.2.3) 
 Step 7: Specification of the structured, self reported 
questionnaire as measurement instrument (view Section 
3.3.2.4) 
 Step 8: Ethical considerations (view Section 3.3.2.5) 





(view Section 3.2.3) 
 Step 10: Data collection (view Section 3.3.3.1) 




(view Section 3.2.4) 
 Step 12: Data analysis (view Section 3.3.4.1) 




(view Section 3.2.5) 
 Step 14: Communication of the results (view Section 3.3.5.1) 
 Step 15: Utilisation of the results (view Section 3.3.5.2) 
Sources: Brink and Wood (1998:291) and Polit and Beck (2010:73-77) 
 
A discussion of how each phase, and the explicit steps in each, were utilised 
in the study to guide the research process is presented in Sections 3.2.1 to 
3.2.5. 
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3.3.1 Phase 1: Conceptual 
 
The conceptual phase included three steps (view Table 3.1 and Figure 3.2). 
These steps typically involve activities with a strong conceptual or intellectual 









Figure 3.2: Summary of the conceptual phase 
 
Each step of the conceptual phase is discussed in Sections 3.3.1 to 3.3.1.3. 
 
3.3.1.1 Step 1: Formulation of the research problem 
 
Burns and Grove (2009:37) describe the research problem as an area of 
concern which indicates a gap in the knowledge base needed for nursing 
practice. The research problem was formulated based on the background, 
experience and role of the researcher as a child nurse educator at the NEI 
(view Section 1.3). The researcher regarded the research problem as a 
clinical issue and is confident that the results and findings will be useful in the 
refinement of the programme in Child Nursing Science utilised at the NEI, 
enhance collaboration between the child nurse practitioners and the NEI and 
improve the quality of practice. The research problem leant on a conceptual 
context to explore the perspective and milieu to enhance understanding as 





Step 1: Formulation of the problem 
Step 2: Review of the related literature 
Step 3: Development of a rationale 
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3.3.1.2 Step 2: Review of the related literature 
 
Quantitative research is conducted within the context of previous knowledge 
(Polit & Beck 2010:74). The researcher undertook a literature review to 
underpin the conceptual framework derived from: 
o the competencies in the current programme for Child Nursing Science 
used at the NEI,  
o competencies for the Specialist Paediatric and Child Health Nurse 
(ACPCHN 2006:13-24) and  
o the WHO Europe Children’s Nursing Curriculum (WHO 2003:14-30). 
 
View Chapter 2 for a full description of the theoretical underpinning of the 
study. 
 
3.3.1.3 Step 3: Development of a rationale 
 
The rationale for the study is discussed in Chapter 1 (view Section 1.2).  
 
3.3.2 Phase 2: Design and planning 
 
According to Polit and Beck (2010:74-75), the design and planning phase 
comprises of selecting a research design, identifying the population, a 
sampling and data collection instrument, ethical considerations and finalising 











Figure 3.3: Summary of the design and planning phase 
Design and planning phase 
Step 4: Selection of a research design 
Step 5: Identification of a population 
Step 6: Design and sampling 
Step 7: Specification of the measurement instrument 
Step 8: Ethical considerations 
Step 9: Finalisation and review of the research plan 
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Gillis and Jackson (2002:13) refer to these steps as the methodological plan 
of conducting the research. Based on the view of these authors and 
considering the suggestions of Polit and Beck (2010:74) the researcher were 
able to make methodological decisions. The designing and planning phase 
was regarded as crucial for the absolute correctness and scientific character 
of the data collection, the data analysis, the interpretation of results, as well as 
the dissemination of the research results.  
 
Steps 4 to 9 are discussed in depth next.  
 
3.3.2.1 Step 4: Selection of a research design 
 
Step 4 encompassed the selection of a research design. Burns and Grove 
(2009:41) hold that, as the research design − supported by a methodological 
framework of steps, strategies and procedures − develops, the blueprint for 
the study will unfold. In this way, the research investigation is guided in a 
logical and systematic manner to maximise control over any factors which 
could interfere with the desired outcomes of the study. Polit and Beck 
(2010:74) regard the research design as the overall plan for obtaining 
answers related to the identified research problem. 
 
Gillis and Jackson (2002:92) refer to the research design as a guide for the 
researcher to plan and implement the study. These authors further state that, 
as a blueprint for research, the research design provides the detailed plan for 
data collection and analysis and therefore links the theoretical framework and 
questions with the resultant data.  
 
Choosing the correct research design should be done with great care and 
insight. According to Burns and Grove (2009:41,696), the design depends on 
the problem and purpose of the study and the implementation thereof should 
lead to achieving the identified aim of the study.  
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Table 3.2 reflects a summary of the different descriptions of a research 
design. 
 
Table 3.2: Summary of different descriptions of a research design 
Author Description 
Beekman (2000:32) • “…reasoning starts from a broad, general premise and then narrows down to the specific facts…”. 
Burns and Grove (2009:41) 
• “…blueprint for conducting a study. The purpose of a 
design is to maximise control over factors that can 
interfere with the validity of the findings.” 
McMillan and Schumacher 
(2001:166) 
• “…credibility in answering the research question…”. 
• “…eliminate or minimize errors…”. 
Mouton (2001:55) • “…blueprint of how one intends to conduct research”.  
Polit and Beck (2010:74-75) • “…overall plan for obtaining answers…”. 
• “…architectural backbone of the study…”. 
Terre Blanche and Kelly 
(2004:29) 
• “…strategic framework for the execution or 
implementation of the research process.” 
 
The different descriptions tabulated in Table 3.2 indicate the importance of 
selecting an appropriate research design and plan, and then implementing the 
study according to the chosen design. The research design will not only guide 
the researcher, but will ensure that the achievement of the results is in line 
with the research question, aim and set objectives. 
 
In this study a quantitative, non-experimental, descriptive, exploratory and 
applied research design was selected. 
 
 Quantitative research design 
 
Quantitative research is a formal, objective and systematic process for 
generating information about the world (Burns & Grove 2009:33). In addition, 
this design is used to describe variables, examine relationships among 
variables and determine cause-effect interactions between variables. 
Quantitative research is currently the design of choice for scientific 
investigations in health care practice (Burns & Grove 2009:33). According to 
Polit and Beck (2010:72), quantitative research refers to a set of orderly and 
disciplined procedures aimed at acquiring knowledge.  
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A research design, according to Gillis and Jackson (2002:23), is classified as 
quantitative when research data are analysed by converting the sampled data 
into numerical format with the assistance of statistical procedures. Gillis and 
Jackson (2002:24) as well as Polit and Beck (2010:14) opine that quantitative 
research is closely related to the characteristics of a positivist perspective; 
Polit and Beck (2010:14) refer to it as a “positivist paradigm” (see Section 
1.8.2).  
 
In this study the researcher conducted research based on a traditional, 
positivistic and scientific method. Since quantitative research is systematic, 
the researcher followed a logical series of steps according to a set plan of 
action (view Table 3.1). The researcher was able to implement a degree of 
control over the study which ensured minimum bias and a high degree of 
validity, since it was based on a theoretical underpinning derived from current 
literature from which a structured, self reported questionnaire was developed.  
 
 Non-experimental research design 
 
According to Brink et al (2006:9-10) quantitative research can be approached 
from two different angles, namely, an experimental and a non-experimental 
design. Polit and Beck (2010:70-71) regard the experimental design as the 
type of research where intervention or treatment is actively introduced by the 
researcher. The designated outcome is then tested for changes in the 
dependent variables caused by the intervention. Brink et al (2006:92) concur 
with this point of view when stating that, during experimental research, the 
researcher has the ability to manipulate the action of the independent variable 
and can therefore control and measure the outcome. In this study a non-
experimental research design was utilised as the researcher is an expert in 
the field of child nursing and actively involved in the distribution of the 
structured, self reported questionnaires.  
 
A non-experimental research design was utilised in this study. The 
characteristics of this type of research design, according to Polit and Beck 
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(2010:70-71), lie in the role the researcher plays in the study and during the 
collection of data. In this study, the researcher played the role of a “bystander” 
and the data were not subjected to any change, intervention or treatment 
during collection. 
 
In addition, the researcher did not intervene in any way or at any stage during 
the data collection to manipulate any of the outcomes. The focus point of this 
study was to investigate the competencies of child nurse practitioners in 
Gauteng in order to refine the programme in Child Nursing Science as 
currently presented by the NEI. The study was carried out in a selection of 
child nursing practices. The respondents were registered nurse practitioners 
working in child nurse practices in Gauteng, South Africa. This study was 
considered as natural because there was no manipulation of the environment 
or of the respondents at any time while exploring the competencies of the 
child nurse practitioners. Burns and Grove (2009:35) view a “natural setting” 
as one in which the researcher does not change the environment and or 
influences/manipulates the respondents.  
 
 Descriptive research design 
 
Brink and Wood (1998:288) refer to the use of descriptive research designs to 
describe the incidence of specific health or illness indicators. The framework 
for specific health in this study included the child nursing practice as well as 
the specific health needs of the healthy and sick child. Chapter 2 outlined the 
theoretical underpinning of the Cuthbertson Diagrammatical Matrix (ACPCHN 
2006:34) and the exploration of the child nursing practice to describe the 
specific illness indicators and competencies needed for child nurse 
practitioners. 
 
Brink et al (2006:102) claim that descriptive research designs are normally 
utilised in studies where more information is required in a specific field of 
research. In this study extensive information of exact competencies was 
required. The field of specialty was demarcated to include only the practice of 
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the child nurse practitioners. The result was a clear picture of the 
phenomenon as concept for the study in a natural environment (Burns & 
Grove 2009:35). This coincides with the view of Brink et al (2006:102) who 
state that variables are described in a descriptive design without the need for 
a cause-effect relationship.  
 
Another important aspect of descriptive studies, according to Brink et al 
(2006:106), is the description of the variables to enable answering the 
research question without any cause-effect relationship. Burns and Grove 
(2009:24-25) affirm this view when describing the descriptive approach as the 
discovery for finding meaning, explaining what exists and categorising 
information. In this descriptive study the aim was to describe the various 
concepts of the competencies required by child nurse practitioners, with the 
ultimate outcome based on descriptive statistics. This approach did not only 
reflect objectively on the competencies required for child nursing practice, but 
allowed the research question to be answered through investigation and 
description of the exact competencies required by the stakeholders in 
Gauteng.  
 
 Exploratory research design 
 
The utilisation of an exploratory research design provided by Polit and Beck 
(2010:22) includes aspects such as a full investigation into the nature of the 
phenomenon, the way the phenomenon manifests, and all factors related to 
the phenomenon. In this study the concept of competencies of child nurse 
practitioners was investigated. The Cuthberson Diagrammatical Matrix 
(ACPCHN 2006:34) as described by the ACPCHN (2006:10-12) was utilised 
as framework for exploring the phenomenon. It indicated the role of the child 
nurse practitioner as well as the competencies required to manage nursing 
and health care in the child nursing practice. Utilising the exploratory design 
approach was advantageous because it enabled the researcher to explore the 
different competencies of child nurse practitioners, the domains of child 
nursing practice and the role of the proficient child nurse practitioner. It also 
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enhanced the content and quality of the structured, self reported 
questionnaire which, in turn, contributed to objectivity thereby improving the 
outcome of the study.  
 
Based on the conceptual framework designed by the researcher to guide the 
programme in Child Nursing Science (view Figure 2.2), an exploratory search 
was conducted on the competencies of child nurse practitioners to gain insight 
into the competencies required by child nurse practitioners in Gauteng. To 
answer the posed research question all the components of the conceptual 
framework were identified and explored. Table 3.3 provides the search 
engines conducted by the researcher to explore all the facets and concepts 
pertaining to the study.  
 
Table 3.3: Search of concepts explored for the purpose of the study 





1 Attitudes/behaviour of child/paediatric nurse practitioners 
2 Characteristics of child/paediatric nurse practitioners 
3 Characteristics of competent child/paediatric nurse practitioner 
4 Characteristics/role of child/paediatric nurse specialist 
5 Competencies of child/paediatric nurse practitioners 
6 Conceptual framework for child nursing 
7 Domains of child/paediatric nursing practice 
8 Family-centred care approach 
9 Knowledge required of child/paediatric nurse practitioners 
10 Managing child/paediatric nursing/health care  
11 Nursing care of children in different age groups 
12 Proficient child/paediatric nurse practitioner 
13 Skill required of child/paediatric nurse practitioners 
 
 Applied research  
 
Burns and Grove (2009:34) define applied research as a scientific 
investigation with the aim to “generate knowledge which will directly influence 
or improve the clinical practice”. Referring to applied research as “practical 
research”, these authors further ascertain the outcome of applied research as 
to improve the quality of intervention for patients. According to Gerrish and 
Lacey (2010:6), who agree with the definition of Burns and Grove (2009:34), 
the intention of applied research is to generate knowledge that can be used to 
inform the nursing practice.  
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The choice of including applied research in this study was embedded in the 
value of the scientific outcome of this approach. According to Burns and 
Grove (2009:34), the aim of applied research is to improve or influence the 
quality of care in the nursing practice. Through exploring, analysing and 
describing the phenomenon, it was the researcher’s belief that the findings of 
this study would contribute to identify the competencies required of child 
nurse practitioners in Gauteng. Furthermore, by refining the current 
programme in Child Nursing Science, the quality of education for child nurse 
practitioners could be improved. In addition, the refined programme in Child 
Nursing Science would not only be aligned with, but also address, the 
requirements of the child nurse practitioners and enhance the child nursing 
practice. 
 
3.3.2.2 Step 5: Identification of a population 
 
Gillis and Jackson (2002:496) provide a straightforward definition of 
population: it is “the entire group the researcher describes”. Polit and Beck 
(2010:75,306) view the population as all the individuals, objects or entire 
aggregation of cases with similar and defining characteristics included in a 
study. The explanation of population given by Burns and Grove (2009:42) 
includes facets of the definitions given by the aforementioned authors namely, 
that all elements that meet an inclusion criteria, should be part of the 
population of a study. 
 
Gillis and Jackson (2002:496,497) and Polit and Beck (2010:307) agree that 
the identification of a target and accessible population is important when 
defining the population in a study. Polit and Beck’s (2010:307) stance is that 
the target population is the population to whom the research findings can be 
generalised, whereas the accessible population is the group who is accessible 
(Polit & Beck 2010:307) and, as noted by Gillis and Jackson (2002:497), 
feasible for access by the researcher. Gerrish and Lacey (2010:143) explain it 
is, however, not always possible to conduct a study in the target population 
because of its size, site, location or other impracticalities; therefore, the 
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accessible population becomes the population for investigation. Brink et al 
(2006:123) support this statement by admitting that the entire population for 
inclusion in a study makes it “too large, unwieldy and widespread”. 
 
The accessible population in this study was child nurse practitioners working 
in child nursing practice in Gauteng, South Africa. 
 
3.3.2.3 Step 6: Design of a sampling plan 
 
When focusing on the design of the sampling plan, the reference of Burns and 
Grove (2009:42,721) was utilised as an approach to the design of a sampling 
plan. Burns and Grove (2009:42,721) define a sample as “a selected group of 
people” identified to be included in a research study. The researcher used her 
interpretation to decide on the design of a sampling plan.  
 
Sampling, according Burns and Grove (2009:721), is a process whereby the 
researcher decides on the exact group of people to be included in a study. 
Burns and Grove (2009:343) add that the sampling plan is the selection 
process that the researcher follows to include the identified population in a 
representative way. Polit and Beck (2010:307) posit that the representative 
sample for inclusion in a study group must fully reflect the characteristics of 
the population identified for the study, while Brink et al (2006:125) understand 
a representative sample to mean that it reflects similarities to the population in 
as many ways as possible. The viewpoints of these authors validate Burns 
and Grove’s (2009:724) claim that the target population, accessible population 
and the sample are alike in terms of characteristics, elements and setting. 
 
Polit and Beck’s (2010:307) description of a sample as a “subset of population 
elements” recognises the opinion of Burns and Grove (2009:721) who view 
sampling as the process whereby the researcher selects the section of the 
population that will represent the whole population. The basic sampling unit or 
element identified for this study was child nurse practitioners, in other words, 
human beings or individuals. 
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The sample frame, based on the explanation given by Brink et al (2006:124), 
consisted of sample elements in the target population which allowed every 
person conforming to the inclusive criteria the opportunity to be included in 
this study.  
 



























The inclusion criteria for respondents to access this study were child nurse 
practitioners who: 
 were professional nurses registered with the SANC 
 worked in child nursing units in Gauteng 





Child nurse practitioners 
Child nurse practitioners in 
Gauteng  
110 structured, self reported 
questionnaires distributed to 
child nurse practitioners 
working in public, private, 
military and district child 
nursing practices in Gauteng 
 
82 respondents returned 
completed structured, self 
reported questionnaires 
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After a decision on the target population had been made and the accessible 
population had been identified, the sample frame from the accessible 
population was listed to enable delineation of the sample. Table 3.4 
summarises the sampling frame. The information was obtained through the 
Health Annals (Malambe 2009:126-136,145-162), telephone inquiries, and the 
researcher’s knowledge of the accessible population. 
 
Table 3.4: The sampling frame 
Health care facilities in Gauteng with associated child care practices that 
participated in the research  
Sector Number of hospitals Number of child care units 
Public sector 13 27 
Private sector 45 51 
Military 1 1 
District 1 1 
Total 60 80 
 
Child nurse practitioners working in one of the public health care facilities 
refused to participate in the study. This particular public health care facility 
was therefore excluded from the study and no structured, self reported 
questionnaires were distributed to the child nurse practitioners. The particular 
health care facility is not included in Table 3.6. 
 
A sampling plan was used to select the respondents for this study. The aim of 
the sampling plan, according to Burns and Grove (2009:34,721), is to 
increase representativeness. Polit and Beck (2010:309) and Burns and Grove 
(2009:721) propose two methods or types of sampling, namely, probability 
sampling and non-probability sampling. Burns and Grove (2009:715) describe 
probability sampling as the method which gives every element in the 
population the probability greater than zero to be selected for the study. Brink 
et al (2006:131) opine that a probability sample has the value of generalising 
the research findings to the target population. 
 
Non-probability sampling can be described, according to Burns and Grove 
(2009:711) and Polit and Beck (2010:309), as a non-random method by which 
not every element in the population has the opportunity to be selected in the 
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sample. Although these authors warn that non-probability sampling decreases 
representativeness, Brink et al (2006:131) argue that this method is 
convenient and economical in circumstances where it is impossible to reach 
all elements of the selected population. 
 
Taking into account the limitations of purposive sampling, it was nevertheless 
decided by the researcher to use it as the method of data collection after a 
discussion between the researcher and the statistician had taken place. 
Considering the research question and recognising that the number of child 
nurse practitioners in Gauteng was limited, it was resolved that, for the 
purpose of this study, including a non-probability sampling method was 
justified. The two types or techniques of non-probability sampling applied in 
this study were convenience sampling and purposive sampling. 
 
Convenience sampling refers to the sampling technique where the most 
conveniently available respondents are included in the study (Polit & Beck 
2010:309). Burns and Grove (2009:687) regard convenience sampling as 
accidental, yet functional and commonly used in health care studies where it 
is difficult to find elements for a study. Brink et al (2006:132) also refer to this 
technique as “accidental”, but add that it is “availability sampling”. The sample 
in this study was based on a convenience approach due to the researcher’s 
access to the selected population as a child nurse educator during the data 
collection framework. 
 
The snowball technique, a variation of convenience sampling, was also used 
when early respondents were requested to refer sample elements who met 
the inclusion criteria. According to Polit and Beck (2010:309) and Brink et al 
(2006:134), this technique can be used when it is difficult for the researcher to 
reach the entire population. The researcher used the first respondents to 
spread the message to the selected child health care facilities. Respondents 
were then considered by the researcher and those accepted were included in 
the study. Polit and Beck (2010:309) refer to this technique as “network 
sampling or chain sampling”. 
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Snowballing, or network sampling, is a recognised method which can be 
utilised in quantitative studies to expand the sample size (Burns & Grove 
2009:356). In this study the first respondents were included through the 
convenience sampling method. Through social networking other respondents 
who met the inclusion criteria were identified and contact was made with them 
(Burns & Grove 2009:356). 
 
Purposive sampling or judgemental sampling, in the view of Polit and Beck 
(2010:312) and Brink et al (2006:133), is based on the personal judgement of 
the researcher when selecting the representative population. The purposive 
sampling technique was selected because of the researcher’s particular 
knowledge of the population.  
 
A description of the process to identify the respondents is discussed in 
Section 3.3.2.3 of the empirical phase. 
 
The final step in the sampling plan is the selection of an appropriate sample 
size. Polit and Beck (2010:316) postulate a sample size as the number of 
elements to be included in a sample for a specific study. Brink et al 
(2006:135) affirm this statement. Polit and Beck (2010:316) admit the fact that 
there is no clear equitation to follow in selecting an exact sample size, 
although they consider that a larger sample is more representative of the 
population. Brink et al (2006:137) remark that sampling is an important and 
integral part of the research process. Therefore, a sample should complement 
the purpose, research design and practical reality of the study. The sample 
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Table 3.5: Sample size 
Child health care facilities in Gauteng that participated in 
the research study 
Questionnaires 
Sector Number of hospitals Number of child nursing units Number distributed 
Public 13 27 47 
Private 45 51 57 
Military 1 1 2 
District 1 1 4 
Total 60 80 110 
 
The data collection timeframe stretched from 1 August 2009 to 1 November 
2009. Through face-to-face and telephonic contact the accessible population 
was informed of the purpose of the study. The elements who consented to 
participate in the study received a questionnaire and were included as part of 
the sample. Eighty-two questionnaires were returned, indicating a 75% return 
rate, which can be considered as good according to Bowling (cited in Gerrish 
and Lacey 2010:378). 
 
3.3.2.4 Step 7: Specification of the structured, self reported 
questionnaire as measurement instrument 
 
Data collection was done in questionnaire format. According to Polit and Beck 
(2010:294-295), a questionnaire is one example of the survey method and 
has value because it is self-administered and response is given in written 
format by the respondents. The self-administered quality of questionnaires 
was considered as a positive aspect for this study because of the length of the 
developed questionnaire and the time it would take the respondents to 
complete the questionnaires. The researcher concluded that this flexibility 
would allow the respondents the opportunity to complete the questionnaire 
under less pressure, thus enhancing the response rate. 
 
A disadvantage of the questionnaire method is the fact that less depth and 
fewer elaboration and clarifications are included in the respondents’ feedback 
(Burns & Grove 2009:382). These authors opine that questionnaires are 
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favourable measurement instruments in quantitative studies when a wide 
selection of information needs to be investigated. 
 
The researcher required an objective method to collect information from child 
nurse practitioners concerning their knowledge and skill required for child 
nursing practice and attitudes. The questionnaire as measurement instrument 
was regarded as the appropriate choice to obtain reliable data that could be 
generalised. 
 
As advised by Polit and Beck (2010:343), the questionnaire was structured 
with closed-ended questions, standardised and administered to selected child 
nurse practitioners to self-report responses in a uniformed way. Boynton and 
Greenhalgh (2004:1313) support this statement in their discussion of the 
appropriateness of questionnaires for reliable data collection. 
 
Observing the data analysis and the number of questions to be answered by 
the sample group, the researcher decided on closed-ended or fixed-
alternative questions. Though this view is endorsed by Polit and Beck 
(2010:343), they also warn that some important responses could be 
overlooked by the tight structure and less freedom for elaboration through 
self-reporting. 
 
Polit and Beck (2010:345) maintain that questionnaires have certain 
advantages. A summarised list of the advantages recognised for the purpose 
of this study is given next. 
o Distribution was less costly and questionnaires were handed out and 
collected by the researcher.  
o Less time was needed for completion of the questionnaires because the 
selection of answers was structured in closed-ended questions. This 
assisted the respondents to choose the best alternative from the fixed 
Lickert scale. 
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o The researcher guaranteed anonymity and privacy in the participation 
leaflet. The demographical information section excluded information that 
could lead to the identification of the participants. 
o Bias was excluded. Self-reporting was based on a choice of structured 
answers and which allowed for personal reflection of the knowledge, skill 
and attitudes required of the child nurse practitioners. 
 
The following is a summary of some of the disadvantages of a structured 
questionnaire as a method of data collection in research as noted by Bowling 
(2002:259):  
o Pre-coded responses may not be comprehensive and sufficient choices to 
select appropriate answers from. 
o Respondents may feel ‘forced’ to a select pre-coded answer and therefore 
responses might not fully represent their views. 
o Not all the respondents have similar perspectives, views and backgrounds. 
Self-administered questionnaires may therefore not obtain the same 
response from different respondents. 
o Questions may lead to ‘potential social desirable bias’ where the 
respondents have a desire to present a positive image. 
 
These disadvantages were acknowledged. To overcome one major 
disadvantage of closed-ended self-reporting questions, namely that it provides 
little or no opportunity for elaboration or explanation, provision was made at 
the end of the structured questionnaire for additional comments (Boynton & 
Greenhalgh 2004:1313). 
 
During the development of the structured, self reported questionnaire, the 
researcher took into consideration the current programme in Child Nursing 
Science as presented at a NEI as well as the Competencies for the Specialist 
Paediatric and Child Health Nurse described by the ACPCNH (2006) and the 
WHO Europe Children’s Nursing Curriculum (WHO 2003). These 
competencies were explained during the theoretical underpinning (view 
Chapter 2).  
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Permission to use the Competencies for the Specialist Paediatric and Child 
Health Nurse (ACPCHN 2006) document was received early in January 2009 
via e-mail from Jan Pratt (view Annexure A.1). Jan Pratt is the current 
chairperson of the Board of Directors of the Australian College of Children and 
Young People’s Nurses. She had previously been the spokesperson of the 
secretariat of the ACPCHN. The ACPCHN has since dissolved and has 
become the Australian College of Children and Young People’s Nurses (view 
Annexure A.1).  
 
The competencies were used in the described format. In order to enhance 
reliability and objectivity, some adoption and adaptation was necessary to suit 
the South African child nurse practitioners’ population. The aspects 
deliberated on during the construction of the structured, self reported 
questionnaire follows next: 
o Competencies for the Specialist Paediatric and Child Health Nurse 
(ACPHNH 2006) is a comprehensive discussion document of the 
competencies needed by child nurse practitioners to deliver safe and 
quality care to children in Australia. The competencies discussed in this 
document had already been identified, researched and re-evaluated over a 
period of years, from 2003 to 2006 (ACPCHN 2006:4). Therefore, this 
document was considered an appropriate scientific basis and theoretical 
underpinning from which a structured, self reported questionnaire could be 
developed. 
o Because the children’s disease profile, the socio-economical and cultural 
background of families and the scope of professional practice in South 
Africa differ, the typical characteristics of the Australian childhood 
population and professional nursing requirements needed by the 
Australian child nurse practitioners had to be replaced by those applicable 
to the South African context.  
o Certain English words, terminologies and phrases were not typically used 
in the South African language context and required careful grammatical 
revision for applicable usage. 
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The leading challenge in the development of the structured, self reported 
questionnaire was to transcribe the competencies into question format. The 
questions would consist of short items, but still reflected the origin and 
perception of the current programme in Child Nursing Science as presented at 
a NEI as well as the WHO Europe Children’s Nursing Curriculum (WHO 
2003). Competencies in this document (ACPCHN 2006) were identified for 
every domain and examples of performance criteria were included in the 
discussion of this document (ACPCHN 2006:13-24). 
 
The literature review exposed the competencies as being the knowledge, skill, 
and attitudes practiced by professional people in a certain setting. In order to 
meet the aim and objectives of this study, the five different domains of the 
ACPCHN (2006) were adopted and adapted. Subsequently, four domains 
were identified for the conceptual framework on which the structured 
questions in the questionnaire were based (view Chapter 2: Section 2.3 as 
well as Figure 2.2).  
 
The development of each one of the items was based on the explanation of 
Sitthisak, Gilbert, Davis and Gobbi (2007:[5]). (View Tables 2.7 to 2.15). The 
point of departure was to analyse each one of the performance criteria from 
Competencies for the Specialist Paediatric and Child Health Nurse (ACPCHN 
2006), identify the competencies in the performance criteria, and compare it 
with the WHO Europe Children’s Nursing Curriculum to identify the similar 
competencies. The similarity was then transcribed and placed under the 
correct domain of practice as an item. The different performance criteria were 
captured in the structured, self reported questionnaire in the original format or, 
where necessary, with slight differences to bring it in line with the South 
African context. Lastly, the specific content from the current programme in 
Child Nursing Science as presented by the NEI − and which at this stage had 
not yet been included in the structured, self reported questionnaire − was 
identified and analysed according to the competencies and domains it would 
be suited to best. It was then placed as an item in the structured, self reported 
questionnaire. 
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 Colour coding used in structured, self reported questionnaire  
 
For the purpose of this study the structured, self reported questionnaire was 
sub-divided into the following three headings for the identified competencies: 
Knowledge, Skill and Attitude. In broad, the structured, self reported 
questionnaire was compiled and the colour codes were maintained throughout 
(view Annexure B.2). The colour codes of the sections in the structured, self 
reported questionnaire were: 
o Section B: Knowledge required by the child nurse practitioner 
• Knowledge domain 1: Professional and ethical practice 
• Knowledge domain 2: Clinical practice 
• Knowledge domain 3: Education in practice 
• Knowledge domain 4: Quality of practice 
o Section C: Skill required by the child nurse practitioner 
• Skill domain 1: Professional and ethical practice 
• Skill domain 2: Clinical practice 
• Skill domain 3: Education in practice 
• Skill domain 4: Quality of practice 
o Section D: Attitude required by the child nurse practitioner 
• Attitude of child nurse practitioners 
 
The following colour was identified and utilised throughout the structured, self 
reported questionnaire to identify the different factors. An example: 
 
Knowledge of Acts, regulations, policies and standards 
 
Some factors included sub-factors and the following colour was identified and 
utilised throughout the structured, self reported questionnaire for the sub-
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Specific neonatal disorders [V19.2-V19.4] 
 
 Likert scale used in structured, self reported questionnaire 
 
In Section B, Section C and Section D of the structured, self reported 
questionnaire a four- point Likert scale was used to indicate the degree of 
importance the respondents attached to each item: 
 (1) Very important 
 (2) Important 
 (3) Least important 
 (4) Not important at all 
 
The literature consulted indicated the Likert scale as the most frequently used 
scale in questionnaires (Gerrish & Lacey 2010:530; Perera, Heneghan & 
Badenoch 2009:60; Polit & Beck 2010:346). The Likert scale applied in this 
study indicated the answer to an item had two extreme positions, namely, 
‘Very important’ and ‘Not important at all’. Between the two extreme answers 
a gradient existed: ‘Important’ and ‘Least important’. Different types of Likert 
scales exist, namely, 3-point, 4-point, 5-point and 7-point scales.  
 
A structured closed-ended self reporting questionnaire based on the above 
explanation was then developed. The first part of the questionnaire included 
the participation leaflet and informed consent. The second part consisted of 
the questionnaire itself (view Annexure B.2). A discussion of the structured, 
self reported questionnaire is presented next. 
 
 Pre-testing the structured, self reported questionnaire 
 
A pre-test was conducted during July 2009. Twelve experts were involved 
during the pre-testing of the structured, self reported questionnaire. Two were 
educational experts, one was a research expert and nine were child nurse 
practitioners: five from public health care settings and four from private health 
care settings. According to Polit and Beck (2010:564), a pre-test is conducted 
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when a newly developed instrument is administered to identify potential 
weaknesses. In this study the aim of the pre-test was to refine the structured, 
self reported questionnaire and to examine the reliability, validity and usability 
of the structured, self reported questionnaire (De Vos 2002:177). 
 
Gerrish and Lacey (2010:378) discuss the importance of pre-testing a newly 
compiled questionnaire. They note that pre-testing not only ensures that the 
research aims and objective are met, but it also establishes whether the 
questions were understandable, clear and explicit. Other important aspects 
which necessitate pre-testing include to determine whether the items are 
acceptable and unobjectionable, and also to ascertain how long it will take to 
complete the questionnaire (Gerrish & Lacey 2010:378). As part of pre-
testing, item analyses can provide valuable information on whether all the 
items should be included in the questionnaire (Gerrish & Lacey 2010:378). 
Item analyses can further provide information on the general order and 
planning of the questionnaire (Gerrish & Lacey 2010:378). According to De 
Vos (2002:177), feedback after pre-testing a newly constructed questionnaire 
will ensure that errors detected are corrected at little costs. 
 
The respondents in the pre-test were asked to complete the structured, self 
reported questionnaire after a discussion of the reasons for pre-testing. 
Because of the comprehensiveness of the structured, self reported 
questionnaire, they were requested to fill in the exact time it had taken them to 
complete the structured, self reported questionnaire. A blank space was 
provided on the structured, self reported questionnaire for comments and 
feedback. 
 
It took the respondents between 45 and 50 minutes to complete the 
structured, self reported questionnaire. This was an important fact because 
the researcher believed that the response rate during data collection from the 
sample would improve if the respondents participating in the main study were 
informed beforehand that the questionnaire was lengthy and would take 
approximately 45 to 50 minutes to complete.  
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The majority of the respondents were satisfied with the structured, self 
reported questionnaire during the pre-test. The two educational experts and 
one research expert who participated in the pre-test stated that items were 
relevant, but some rearranging of items to more related factors was needed to 
improve the general order of the structured, self reported questionnaire. This 
meant the structured, self reported questionnaire had to be sub-divided into 
domains as sections, and that the competencies related to the domains 
should then be included (view Annexure B.2). Consequently, specific topics 
were grouped together followed by general items and then the more specific 
ones as suggested by Burns and Grove (2009:408).  
 
Modifications to the structured, self reported questionnaire were made 
according to the findings of the pre-test. The structured, self reported 
questionnaire was presented to the statistician and thereafter distributed to 
the full sample (De Vos 2002:177). 
 
The value of the pre-test was to refine the structured, self reported 
questionnaire (Burns & Grove 2009:44) in order to prove the effectiveness 
and success of the study. 
 
The modified example of the structured, self reported questionnaire was used 
during the empirical phase of the study. The empirical phase is discussed 
under Section 3.2.3, Phase 3: Empirical phase in this chapter. 
 
 Sections used in the structured, self reported questionnaire 
 
There were a total of four sections in the structured, self reported 
questionnaire (view Annexure B.2): 
o Section A: Demographical information 
o Section B: Knowledge required by child nurse practitioners 
o Section C: Skill required by child nurse practitioners 
o Section D: Attitudes required by child nurse practitioners 
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Each section and related domains (where applicable) and items are provided. 
 
Section A: Demographical information  
 
This section included the following demographical and personal information of 
the respondents (view Annexure B.2): 
o Gender [V1.1-V1.2] 
o Age (open-ended question) [V2] 
o Present professional status as child nurse practitioner [V3.1-V3.4] 
o Years of experience as child nurse practitioner (open-ended question) 
[V4] 
o Type of hospital at which the child nurse practitioners are currently 
working [V5.1-V5.6] 
o Type of patients managed by the child nurse practitioner in the health 
care facility [V6.1-V6.7] 
 
Section B: Knowledge required by child nurse practitioners  
 
Section B of the structured, self reported questionnaire focused on knowledge 
as one of the competencies required by the child nurse practitioners for 
managing child nursing in the different domains of child nursing practice. In 
Chapter 2, the differences were highlighted with a marked X. All the 
differences in current programme for Child Nursing Science used at the NEI 
as reflected in the comparison were now presented as items in the structured, 
self reported questionnaire (view Tables 2.7, 2.8, 2.9 and 2.10, as well as 
Annexure B.2). 
 
The following knowledge domains were included: 
o Knowledge domain 1: Professional and ethical practice 
o Knowledge domain 2: Clinical practice 
o Knowledge domain 3: Education in practice 
o Knowledge domain 4: Quality of practice 
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Each domain is presented in terms of related items. 
 
Knowledge domain 1: Professional and ethical practice [V7.1-V.9.3] 
 
Knowledge domain 1: Professional and ethical practice consisted of three 
factors, namely: 
 
• Knowledge of Acts, regulations, policies and standards [V7.1-V7.1] 
 
This factor required knowledge related to information about legislation 
affecting the child nursing practice. It included items aspects such as the 
Children’s Act and national and organisational guidelines and policies. This 
factor concluded with the item about knowledge needed on the notification of 
child maltreatment [V7.4]. 
 
• Knowledge of ethical, justified and safe practice [V8.1-V8.8]  
 
This factor required knowledge on ethical, justified and safe practice of child 
nursing care. It included items related to ethical practice, consent and dual 
loyalty [V8.7]. Item [V8.7] was included because of the number of public 
hospitals in Gauteng (view Annexure E). Aspects and principles of dual loyalty 
is a policy document which acts as a given guideline to public hospitals to 
justify safe practice (view Table 2.7).  
 
• Knowledge to advocate for children and families [V9.1-V9.3]  
 
This factor included items about the knowledge on information needed to 
advocate for children, their families and their rights. It included the item about 
knowledge to respond to discussion papers, calls for comment and proposed 
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Knowledge domain 2: Clinical practice [V10.1-V23.1] 
 
Knowledge domain 2: Clinical practice consisted of 14 factors. Take note that 
included in this domain was consultation and coordination as different 
factors and related items. In Competencies for the Specialist Paediatric and 
Child Health Nurse (ACPCHN 2006:12,14,21,23) and depicted in the 
Cuthbertson Diagrammatical Matrix (ACPCHN 2006:34) consultation and 
coordination are regarded as two different domains of practice (view Chapter 
2). In this study consultation and coordination were seen as integral parts of 
the clinical practice of child nursing and items related to them were integrated 
throughout the structured, self reported questionnaire under the different 
factors as appropriate items. Coordination as a factor was taken up in items 
[V11.1-V11.5] to [V12.1-V12.3]. Coordination is furthermore discussed under 
the Skill domain 2: Clinical practice in Section C as a factor with related items 
[V50.1-V50.7]. Consultation [V12.1] is regarded as part of coordination in the 
clinical practice of child nursing (view Table 2.8 as well as Annexure B.2).  
 
• Knowledge of contemporary aspects of child nursing [V10.1-V10.6] 
 
This factor required information about perspectives on child nursing, factors 
and tendencies which influence the child nursing practice, the health care 
delivery systems, the role of the child nurse practitioner and cutting edge 
issues in child nursing. Items [V10.1-V10.6] were included to cover all these 
aspects. Knowledge of the integrated management of childhood illnesses 
[V10.5] was included as an item under this factor because of the prominent 
role this aspect has of late been playing in the clinical practice of child 
nursing. 
 
• Knowledge of team coordination [V11.1-V11.5]  
 
This factor included items which required information about delegation, acuity 
levels, team building, empowerment techniques and formal and informal 
communication channels as part of knowledge in team coordination. 
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• Knowledge of effective interdisciplinary team participation [V12.1-
V12.3]  
 
This factor included items covering aspects such as the consultation process, 
interdisciplinary team membership and team functioning and knowledge 
needed for group organising, leading and participation. 
 
• Knowledge to negotiate adequate resources [V13.1-V13.4]  
 
This factor included items which required knowledge for liaison and the 
financial management of the resources. Items included also focused on the 
management of the environmental resources [V13.2] and the workload 
[V13.3]. 
 
• Knowledge of care provided [V14.1-V14.3] 
 
This factor included items regarding the principles of the nursing process, 
individualising nursing care and knowledge of early discharge programmes. 
 
• Knowledge of family-centred care [V15.1-V15.6] 
 
This factor incorporated the items which required the knowledge needed for 
the family-centred care approach. Items included required knowledge of 
family theories, parental roles, the family structure, and child rearing practices. 
The study was conducted in Gauteng which has a culturally diverse profile 
(view Chapter: 1: Section 1.2). Knowledge about cultural diverse communities 
[V15.5] was an important item to include as well as the item about the impact 
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• Knowledge of effective communication with the child and the 
family [V16.1-V16.3]  
 
This factor included knowledge about age and development appropriate 
techniques and strategies including emotions and needs through the 
behavioural responses of the child. It made provision to develop knowledge to 
identify opportunities of expressions. 
 
• Knowledge of negotiated partnership with the child and the family 
[V17.1-V17.3]  
 
This factor included items related to the knowledge needed regarding the 
principles of negotiated partnership. The items also required knowledge about 
decision making [V17.2] and different care roles [V17.3] as part of negotiated 
partnership. 
• Knowledge of developmental patterns [V18.1-18.13]  
 
This factor included all the items for the knowledge needed of developmental 
patterns throughout childhood. The first item identified for this factor was 
knowledge of embryology [V18.1]. All the related knowledge of embryology 
and development was identified and systematically placed as items which 
closely resembled the main developmental stages (view Table 2.8). Items 
included were knowledge of inheritance patterns, teratogens, concepts of 
growth and development during childhood, the normal neonate, the specific 
needs and health promotion during the different developmental stages, and 
the specific play activities. Knowledge of the child with special needs [V18.13] 
was placed as an item relating to this factor. 
 
• Knowledge of specific disorders and problems [V19.1-19.40] 
 
This factor included all the items for knowledge utilised by the child nurse 
practitioners to deliver personalised child care according to the specific 
disorders and needs of the child and the family. This factor was an important 
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aspect and required thorough planning when the structured questionnaire was 
constructed because it included most of the current content of the programme 
in Child Nursing Science as presented by the NEI as items. For the 
researcher the core of the knowledge domain was embedded in this factor 
and its related items.  
 
The first item [V19.1] required information about the application of anatomy 
and physiology of all the body systems. Information obtained could lay the 
knowledge foundation to simplify the diagnosis of specific disorders and 
problems.  
 
The remaining items [V19.2-V19.40] were planned and compiled in such a 
manner that the sub-factors and identified and related items reflected the 
information needed in the most objective way (view Table 2.8). The following 
discussion includes all the knowledge related items which were identified for 
the sub-factor:  
 
 Specific neonatal disorders [V19.2-V19.4] 
 
This sub-factor related to the items of knowledge needed for specific neonatal 
disorders. The items included aspects such as the high risk neonate, the 
neonate with special needs, and the neonate with defects in its physical 
development. 
 
 Cardiovascular disorders [V19.5-V19.7] 
 
This sub-factor included the items of knowledge needed for cardiovascular 
disorders. The items included aspects such as the congenital cardiac defects, 
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 Respiratory disorders [V19.8-V19.10] 
 
This sub-factor included the items of knowledge needed for respiratory 
disorders. The items included aspects such as the disorders of the lower 
airways, chronic respiratory problems, and the croup syndromes. 
 
 Neurological disorders [V19.11-V19.13] 
 
This sub-factor included the items of knowledge needed for neurological 
disorders. The items included aspects such as epilepsy and seizures, 
intracranial infections, and neuromuscular problems. 
 
 Endocrine disorders [V19.14-V19.18] 
 
This sub-factor included the items of knowledge needed for endocrine 
disorders. The items included aspects such as diabetes mellitus, diabetes 
insipidus, Cushing’s syndrome, hypothyroidism and Addison’s disease. 
 
 Gastrointestinal disorders [V19.19-V19.23] 
 
This sub-factor included the items of knowledge needed for gastrointestinal 
disorders. The items included aspects such as the disorders which cause a 
disturbance in fluid homeostasis and electrolyte balance and the specific 
gastrointestinal disorders. Malnutrition was included as an item [V19.21] in 
this sub-factor, although it could be caused by any other condition or be 
related to other problems. Knowledge of enteral and parenteral support and 
hepatitis were related items [V19.22] and [V19.23] to this sub-factor. 
 
 Renal disorders [V19.24-V19.25] 
 
This sub-factor included the items of knowledge needed for renal disorders. 
The items included aspects such as urinary tract infections and renal failure. 
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 Musculoskeletal disorders [V19.26-V19.27] 
 
This sub-factor included the items of knowledge needed for musculoskeletal 
disorders. The items included aspects such as the general orthopaedic 
problems and congenital orthopaedic problems. 
 
 Haematological disorders [V19.28-V19.30] 
 
This sub-factor included the items of knowledge needed for haematological 
disorders. The items included aspects such as the different types of anaemia, 
bleeding disorders and the most common examples of childhood cancers. 
 
 Infections [V19.31] 
 
This sub-factor included the items which required knowledge of infectious 
diseases. 
 
 Accidents and emergencies [V19.32-V19.34] 
 
This sub-factor included the items of knowledge needed for accidents and 
emergencies. The items included aspects such as head injuries, violence, and 
life-threatening incidents. 
 
 Miscellaneous disorders and problems [V19.35-V19.40] 
 
This sub-factor included the items of knowledge needed for miscellaneous 
disorders and problems. The items included aspects such as general ear, 
nose and throat disorders, tonsillitis, the most common eye problems and 
conditions and common dermatological problems. This sub-factor also 
included items on adolescent pregnancies [V19.39] and termination of 
pregnancies [V19.40]. 
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• Knowledge of counselling and therapeutic relationships [V20.1-
V20.5] 
 
This factor included all the items of knowledge needed for counselling and 
therapeutic relationships. The items required knowledge of counselling, 
negotiation and referring techniques. The ability to participate in making 
decisions and collaborating with other health professionals was regarded as 
part of the factor. 
 
• Knowledge of complementary and traditional nursing care 
practices [V21.1-V21.3] 
 
This factor included items of knowledge on how to incorporate practices other 
than just traditional child nursing care to achieve child and the family wellness. 
Knowledge of traditional, indigenous and complementary therapies was 
identified as items related to this factor. 
 
• Knowledge of development of support groups [V22.1] 
 
This factor included the item related to knowledge needed for the 
development of support groups in the clinical practice. 
 
• Knowledge of appropriate referral [V23.1] 
 
This factor included the item related to knowledge needed for appropriate 
referral to utilise resources adequately. 
 
o  
Knowledge domain 3: Education in practice [V24.1-V31.4] 
 
Knowledge domain 3: Education in practice consisted of eight factors.  
Information required from the respondents in this domain included knowledge 
on educating staff, children and their families. Furthermore, it included 
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aspects such as staff- and self-development and education about the role of 
the child nurse practitioner (view Table 2.9 as well as Annexure B.2).  
 
The closed-ended format appeared as follows in the structured, self reported 
questionnaire: 
 
• Knowledge to envisage own continuous education and 
professional development [V24.1-V24.9] 
 
This factor included items which required knowledge of current child nursing 
issues and participation in relevant professional organisations as part of one’s 
own continuous and professional development. The items included examples 
of knowledge for one’s own professional development and management of 
one’s own knowledge as a child nurse practitioner, for example, developing 
writing skills [V24.6], developing case studies [V24.7] and utilising newsletters 
[V24.8]. 
 
• Knowledge of educational principles to enable the child and the 
family in decision making about care [V25.1-V25.4] 
 
This factor included items which required knowledge of the utilisation of 
educational strategies and approaches which could enable the child and the 
family to make correct and informed decisions regarding the best care 
choices. Items selected for inclusion focused on the knowledge of the learning 
needs of the child and the family in order to select the correct selection of 
educational material. 
 
• Knowledge of practice standards for performance assessment 
[V26.1-V26.3] 
 
This factor included items which require knowledge of practice standards and 
guidelines needed for performance assessment. It included items on the 
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identification of learning needs of the self and others [V26.2] as well as 
feedback following performance assessment [V26.3]. 
 
• Knowledge of relevant conceptual frameworks [V27.1-V27.3] 
 
This factor included items which required knowledge about different 
conceptual frameworks utilised in the provision of child nursing care. The 
most well-known conceptual frameworks were included, namely, the systemic 
approach [V27.2] and partnership in care frameworks [V27.3]. 
 
• Knowledge of benchmark strategies [V28.1-V28.3] 
 
This factor included items which required knowledge about peer group 
dynamics and network development in child nursing practice. The item [V28.3] 
focused on the knowledge of consultation with colleagues or mentors as one 
of the benchmark strategies. 
 
 
• Knowledge of mentorship [V29.1-V29.3] 
 
This factor included the items for knowledge requirements in the role of a 
mentor in clinical child nursing practice as well as experiential learning. 
Included in this item was the item on the knowledge of the orientation of new 
staff as part of mentorship [V29.3]. 
 
• Knowledge of assessment, assertiveness, flexibility and change 
[V30.1-V30.3] 
 
This factor included items which required knowledge about assessment 
activities, feedback of assessment outcomes, and the change process 
needed in a group to improve the clinical practice of child nursing. 
Accountability [V30.1] was identified as an item requiring knowledge in order 
to allow for flexibility and change. 
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• Knowledge to educate other professionals and the community 
[V31.1-V31.4] 
 
This factor included items which required knowledge about the role of the 
child nurse practitioner and staff development. Two items [V31.3] and [V31.4] 
were included for the purpose of obtaining knowledge about the presentation 
of workshops to educate other professionals and the community, and to share 
expert knowledge with the clinical practice and professional organisations.  
 
Knowledge domain 4: Quality of practice [V32.1-V35.18] 
 
Knowledge domain 4: Quality of practice consisted of four factors. Embedded 
knowledge required for quality of practice, included research related 
knowledge and knowledge for application of evidence-based practice (view 
Table 2.10 as well as Annexure B.2).  
 
 
The closed-ended format appeared as follows in the structured, self reported 
questionnaire: 
 
• Knowledge of challenges [V32.1-V32.2] 
 
This factor included two items which focused on the knowledge to recognise, 
in the first place, the challenges to form the basis for research and/or quality 
activities, and, secondly, the knowledge to contribute to research and/or 
quality priorities. 
 
• Knowledge of quality improvement [V33.1-V33.4] 
 
This factor included items which focused on knowledge of quality 
improvement such as the quality improvement techniques and activities, and 
the knowledge to communicate the results of quality improvement. Important 
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knowledge concerning this factor was the items on knowledge of change 
strategies [V33.4] and knowledge on how to incorporate quality improvement 
into practice [V33.3]. 
 
• Knowledge to develop and support strategies for practice 
development [V34.1-V34.3] 
 
This factor included items which required knowledge of the organisational 
vision, mission, philosophy and goals [V34.1], knowledge of planning and 
assessing for practice development, and the knowledge to apply [V34.1] child 
care planning, delivery and assessment. 
 
• Knowledge of evidence-based practice [35.1-V35.18] 
 
This factor included the items related to knowledge of research and evidence-
based practice to improve the quality of clinical child nursing practice. Items 
identified for this factor were based on knowledge of quality improvement 
processes, research principles, knowledge to participate in research, and the 
knowledge to contribute and collaborate with the different role players in 
research. Items included knowledge of family support during research [V35.9] 
and also risk management and clinical governance [V35.14] as part of the 
knowledge needed for evidence-based practice to ensure quality of practice. 
 
Section C: Skill required by child nurse practitioners 
 
Section C of the structured, self reported questionnaire focused on skill as 
one of the competencies required by the child nurse practitioners for 
managing child nursing in the different domains of child nursing practice. The 
skill required by child nurse practitioners in Section C of the structured, self 
reported questionnaire related very closely to the knowledge required in 
Section B. 
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In Chapter 2, the differences were highlighted with a marked X. All the 
differences in current programme for Child Nursing Science used at the NEI 
as reflected in the comparison were now presented as items in the structured, 
self reported questionnaire (view Tables 2.11, 2.12, 2.13 and 2.14). 
 
Section B of the structured, self reported questionnaire included the following 
skill domains: 
o Skill domain 1: Professional and ethical practice 
o Skill domain 2: Clinical practice 
o Skill domain 3: Education in practice 
o Skill domain 4: Quality of practice 
 
Each domain and related items are identified and are discussed next.  
 
Skill domain 1: Professional and ethical practice [V36.1-V38.3] 
 
Skill domain 1: Professional and ethical practice consisted of three factors, 
namely: 
 
• Skill to function in accordance with Acts, regulations, policies and 
standards [V36.1-V36.3] 
 
This factor required the skill related to the application of legislation which 
affects the child nursing practice. It included items on aspects such as the 
application of the Children’s Act and national and organisational guidelines 
and policies. This factor included an item on the correct method to notify child 
maltreatment [V36.2] and concluded with the skill of the correct method to 
disclose confidential information [V36.3]. 
 
• Skill to conduct ethical, justified and safe practice [V37.1-V37.8] 
 
This factor required the demonstration of skill and compliance with the 
relevant professional codes of ethics. It included items which exhibited skill 
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related to ethical practice, ethical decision making, handling of complaints, 
documentation, and the handling of health care records and unsafe practices 
or professional misconduct.  
 
• Skill to advocate for children and families [V38.1-V38.3]  
 
This factor included items about the skill to respond to calls for health care 
changes which influence child health, the skill to implement relevant policies, 
and the skill to participate in committees inside or outside the health service 
level. 
 
Skill domain 2: Clinical practice [V39.1-V51.4] 
 
Skill domain 2: Clinical practice consisted of 13 factors, namely: 
 
• Skill for an integrated system approach [V39.1-V39.69] 
 
This factor included skill items related to an integrated system approach which 
demonstrated assessment, planning, implementation and evaluation. Items 
required skill to assess aspects of normal development, the response to 
nursing intervention, and hydration status and fluid management. Some of the 
clinical practice skills included the correct use of technological support, 
incubator care, aseptic non-touch techniques, bereavement care, different 
feeding techniques, coma scales, and oxygen therapy. Specific skills included 
the correct application of developmental supportive care principles, Kangaroo 
care, transportation of the critically ill child, integrated management of 
childhood illnesses, immunisation programmes, and community resource 
networking. General skills focused on pre- and post-operative care, the skill to 
read and interpret radiological investigations, specimen collection, the 
interpretation of blood investigations, and monitoring of physiological signs. 
These skills were embedded in the knowledge identified in Knowledge domain 
2: Clinical practice, and specifically factor [V19] and related items [V19.1-
V19.40]. 
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• Skill related to the care of the child [V40.1-V40.4] 
 
This factor included items related to the skill of taking care of a child. Skills 
identified for this factor integrated aspects such as verbal and written links 
between history, needs and nursing care, and the individualisation of nursing 
care. Skill to apply the principles of the nursing process [V40.2] and the 
utilisation of early discharge planning programmes [V40.4] were identified for 
this factor. 
 
• Skill related to age specific needs and development [V41.1-V41.8] 
 
This factor included items which were skill-related to age specific needs and 
development. It included the skill to apply the principles of growth and 
development, skill to promote the physical, psychosocial and spiritual well-
being of children, and to demonstrate the skill to understand issues related to 
environmental safety within the developmental context of the child.  
 
 
• Skill to apply family-centred care [V42.1-V42.6] 
 
This factor included items which related to the skill to implement family-
centred care while respecting the culture of the family and the decisions made 
by the family. The factor incorporated items on support as a skill to sustain 
parenting roles, provide positive messages to the child, and carry the family 
through hospitalisation, illness, treatment and grieving. 
 
• Skill to apply complementary and traditional nursing care 
practices [V43.1-V43.3] 
 
This factor included the skill to apply indigenous and complementary 
therapies in the child nursing practice. The factor allowed an item on the skill 
to integrate traditional and therapeutic therapies into the clinical practice. 
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• Skill of effective communication with the child and the family 
[V44.1-V44.3] 
 
This factor included items related to the skill to demonstrate effective 
communication by considering the developmental age of the child. The factor 
also made provision for an item which would demonstrate the communication 
skill of the child nurse practitioner by recognising the behavioural responses 
of the child [V44.2]. 
 
• Skill to establish partnerships [V45.1-V45.3] 
 
This factor included items related to establish partnerships such as the skill to 
assist negotiated partnerships, skill to include the child in decision making and 
negotiation, and skill to establish different care roles. 
 
• Skill in effective interdisciplinary team participation [V46.1-V46.5] 
 
This factor included items which related to the skill in effective interdisciplinary 
team participation such as to consult with the multiprofessional team, 
demonstrate the ability to work and participate as a team member, and 
organise support networks. 
 
• Skill in counselling and therapeutic relations [V47.1-V47 5] 
 
This factor included items which related to the skill in effective counselling 
through demonstrating counselling techniques and assisting the child and 
family. Skill in therapeutic relations related to the items indicating ability to 
initiate and maintain working relations with the child and the family, 
collaboration with other health professionals, and contributing to the 
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• Skill to enable children and families to participate in practice 
development [V48.1-V48.2] 
 
This factor included items which focused on the skill to lobby for the inclusion 
of children and families in decision making and encourage children and 
families to participate in relevant groups. 
 
• Skill to participate in relevant forums to enhance communication 
and practice development [V49.1-V49.3] 
 
This factor included items which focused on the skill to achieve membership 
of relevant groups, to contribute to different forums, and to share specialist 
knowledge and perspectives in order to enhance communication and 
contribute to practice development. 
 
• Skill in team coordination [V50.1-V50.7] 
 
This factor included items which focused on the skill to coordinate the team 
effectively to ensure appropriate human resource allocation, delegation, the 
correct utilisation of acuity levels, and formal and informal communication 
channels. Included as part of team coordination were items which focused on 
the skill of group decision making, empowerment of the team members, and 
team building. 
 
• Skill to negotiate adequate resources [V51.1-V51.4] 
 
This factor included items which focused on the skill to negotiate adequate 
resources. Items included were the skill to demonstrate a flexible approach to 
the workload, the skill to liaise for resources, the skill to utilise financial and 
environmental resources effectively, and the skill to act on compromising 
situations effectively. 
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Skill domain 3: Education in practice [V52.1-V59.8] 
 
Skill domain 3: Education in practice consisted of eight factors, namely: 
 
• Skill to utilise appropriate educational principles to enable the 
child and family in decision making about care [V52.1-V52.8] 
 
This factor included the items which indicated the skill to utilise appropriate 
educational principles and strategies to enable the child and family to make 
decisions about care. Items included focusing on the skill to assist the child 
and family to understand the health needs and changes in order to assess the 
readiness to learn, the skill to provide sufficient time for teaching, and the skill 
to utilise the correct educational material, strategies and approach for the 
child and family.  
 
• Skill to utilise professional child nursing practice standards for 
performance assessment [V53.1-V53.4] 
 
This factor included the items which indicated the skill to utilise guidelines or 
standards during performance assessment, the skill to identify the learning 
needs of the self and others, and the skill to provide feedback after 
assessment and to incorporate the results into practice. 
 
• Skill to apply relevant conceptual frameworks [V54.1-V54.2] 
 
This factor included the items which indicated the skill to utilise appropriate 
conceptual frameworks and systematical principles to child nursing. 
 
• Skill to establish benchmarking strategies [V55.1-V55.4] 
 
This factor included the items which indicated the skill to develop networks, to 
facilitate mutual sharing of issues, and to consult with colleagues or mentors. 
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Also identified was the item which focuses on the skill to liaise with all others 
involved in child nursing who are of importance [V55.4]. 
 
• Skill to serve as a mentor [V56.1-V56.3] 
 
This factor included the items which indicated the skill to serve as a mentor. 
Also identified was the skill to contribute to the orientation of new staff, the 
learning experiences of others, and the professional development of the self 
as well as others. 
 
• Skill in assessment, assertiveness, flexibility and change [V57.1-
V57.5] 
 
This factor included the items which indicated the skill to accept accountability 
for one’s own actions and the skill to complete assessment activities [V57.2] 
and provide feedback [V57.3]. Also identified was the skill to recognise and 
document the areas of strengths and areas of improvement after assessment 
[V57.4]. Regarding change, the skill identified was the reflective and 
supportive manner of managing the process. 
 
• Skill to educate other professionals and the community [V58.1-
V58.3] 
 
This factor included the items which related to the skill to educate other 
professionals and the community. Identified items included the skill to present 
educational sessions or workshops, the skill to explain and promote the role 
and value of the child nurse practitioner, and the skill to serve on committees 









 - 147 - 
• Skill to take responsibility for own professional development 
[V59.1-V59.8] 
 
This factor included the items which related to the skill to take responsibility 
for one’s own professional development. Identified items included the skill to 
maintain expertise knowledge, to read or consult relevant literature, to attend 
conferences, and to participate in continuing education. Other items included 
were the skill to develop case studies, write newsletters, and participate in 
relevant professional organisations. 
 
Skill domain 4: Quality of practice [V60.1-V63.13] 
 
Skill domain 4: Quality of practice consisted of four factors, namely: 
 
• Skill to address challenges [V60.1-V60.2] 
 
This factor included the items which related to the skill to address challenges. 
Identified items included the skill to recognise problems or issues and the skill 
to contribute to the identification of research and quality priorities. 
 
• Skill to improve quality [V61.1-V61.4] 
 
This factor included the items which related to the skill to improve quality. 
Identified items included the skill to participate in quality activities and 
communicate the results of such activities. Other items focused on the skill to 
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• Skill to develop and support the strategic direction for practice 
development [V62.1-V62.2] 
 
This factor included the items which related to the skill to participate in 
organisational planning and assessing, and to apply the organisational 
principles and goals to all facets of child nursing care. 
 
• Skill to apply principles of evidence-based practice [V63.1-V63.13] 
 
This factor included the items related to the skill to apply principles of 
evidence-based practice. Identified items included the skill to demonstrate 
knowledge of quality improvement and research principles, the skill to apply 
research, quality findings and related literature, the skill to seek opportunities 
for research and to contribute to the development of research proposals. Also, 
the clinical judgment skill pertaining to ethical research practices, and the skill 
to support the family, maintain confidentiality and keep data safe. 
 
Section D: Attitude required by child nurse practitioners 
 
This section focused on the attitude required by child nurse practitioners when 
managing child nursing in the child nursing practice. In order to compile the 
related items for this factor the researcher analysed each of the items 
identified in the different domains of Section B: Knowledge required by the 
child nurse practitioner and Section C: Skill required by the child nurse 
practitioner. A list was compiled with the identified attitudes to exclude the 
communal or related items.  
 
In Chapter 2, the differences were highlighted with a marked X. All the 
differences in current programme for Child Nursing Science used at the NEI 
as reflected in the comparison were now presented as items in the structured, 
self reported questionnaire (view Table 2.15 as well as Annexure B.2). 
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The following were the items which were included as Section D: Attitude 
required by the child nurse practitioners. 
 
Attitude of child nurse practitioners [V64.1-V64.24] 
 
This factor included the items related to attitude as a competency required by 
the child nurse practitioners. The items included aspects such as respect, a 
non-judgemental approach, acceptance of family-centred decision making, 
responsibilities, honesty, fairness, reliability, accountability, trustworthiness 
and attributes of caring, integrity and commitment. 
 
The last part of the questionnaire made provision for additional remarks 
and/or comments. It was an open-ended area which invited the respondents 
to make remarks or give comments. 
 
3.3.2.5 Step 8: Ethical considerations 
 
One of the first internationally recognised efforts to establish ethical standards 
in nursing research is known as the Nuremberg Code (Burns & Grove 2009: 
185;Polit & Beck 2010:119). These standards were developed after the 
atrocities of the Nazi regime during World War II (1939 to 1945) were made 
public during the Nuremberg trials. Several other international standards have 
subsequently been developed, of which the Declaration of Helsinki is the most 
notable (Burns & Grove 2009:185). The principles of the Declaration of 
Helsinki are adhered to by the Department of Health Studies, University of 
South Africa (UNISA 2009:73).  
 
Research ethics involve the protection of the rights of both the respondents 
who participate in a research study, as well as the institutions in which the 
research is carried out while, at the same time, maintaining scientific integrity 
(Babbie & Mouton 2001:531; Burns & Grove 2009:184). A researcher is 
responsible for conducting research in an ethical manner. Failure to do so 
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undermines the scientific process and may have negative consequences (Brink 
et al 2006:30).  
 
The Nuremberg Code which guides ethical research is described by Burns 
and Grove (2009:185-186). It reflects the three concepts most appropriate for 
this study and which the researcher aimed to uphold. These concepts include 
the principles of justice, informed consent and ethical approval. The carrying 
out of research in an ethical way commences with the identification of the 
topic and continues through to the end at which point the findings are 
published (Burns & Grove 2009:37,45,564). It is therefore essential that the 
conduct of researchers be characterised by not only expertise and diligence, 
but also by honesty and integrity (De Vos 2002:24).  
 
The ethical principles were described in Chapter 1 as it was considered during 
proposal development (view Section 1.10). 
 
3.3.2.6 Step 9: Finalisation and review of the research plan 
 
According to Polit and Beck (2010:75), the finalisation of the research plan 
occurs before the collecting of data. In this study, this step in the research 
plan included the pre-testing of the questionnaire that was discussed under 
Section 3.3.2.4, Step 7: Specification of the structured, self reported 
questionnaire as measurement instrument. 
 
During this stage the structured, self reported questionnaire was reviewed for 
readability to ensure that the writing and print was clear for easy 
comprehension of the information. This clarity ensured that the respondents 
understood the questions (Gerrish & Lacey 2010:221) and improved the 
response rate of the structured, self reported questionnaires. The content of 
the structured, self reported questionnaire in the final format was finally 
analysed to determine that the content was in line with the research aim and 
objectives and would answer the research question. Only thereafter the 
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structured, self reported questionnaire was utilised for the empirical phase 
during Step 10: Data collection (view Section 3.3.3.1). 
 
3.3.3 Phase 3: Empirical 
 
According to Polit and Beck (2010:76), the empirical part of quantitative 
research involves data collection and the preparation of the collected data for 
analysis; it is also the most time-consuming part of the study. The empirical 
phase for this study is discussed under data collection and the preparation of 
the collected data for analysis. 
 
3.3.3.1 Step 10: Data collection 
 
Data collection was conducted by utilising a structured, self reported 
questionnaire. (view Section 3.3.2.4 as well as Annexure B.2). Although it is 
claimed by Gerrish and Lacey (2010:220) that distributing questionnaires 
through the mail is a favourable method, the primary method used in this 
study for the distribution of the structured, self reported questionnaires was by 
hand. To the researcher, the value of this method lay therein that she could 
clarify questions that could arise about the lay out of the structured, self 
reported questionnaire and the information required in the different sections of 
the questionnaire, as well as to collect the signed informed consent forms 
personally. In this way, the anonymity and privacy of the respondents were 
protected. The researcher personally delivered a structured, self reported 
questionnaire to each of the respondents during her accompaniment of 
students current at the time the study was conducted. Telephonic contact was 
made beforehand to arrange suitable dates and times with the respondents 
for delivery of the structured, self reported questionnaires. During telephonic 
follow-up conversations the respondents were reminded and encouraged to 
complete the questionnaires. The completed questionnaires were collected by 
the researcher on an arranged date.  
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Because of snowballing, a second method needed to be implemented, 
namely, group-administered questionnaires. A total of 10 structured, self-
reported questionnaires were distributed in this manner to two students who 
took the questionnaires to respondents in two public hospitals. All 10 
structured, self reported questionnaires were completed and collected by the 
researcher. In addition, and also due to snowballing, one respondent received 
a structured, self reported questionnaire via e-mail after she had made 
contact with the researcher. The respondent printed the structured, self 
reported questionnaire and then completed it. The handwritten questionnaire 
was then collected from the clinical department of the hospital by the 
researcher. This arrangement ensured that the respondent received informed 
consent, while protecting the anonymous status of the respondent.  
 
During the contact sessions the researcher explained the aim and objectives 
of the study and introduced the structured, self reported questionnaire. 
Informed consent was received from the respondents.  
 
A total of 110 questionnaires were distributed and 82 were returned, indicating 
a response rate of 75%. 
 
3.3.3.2 Step 11: Preparation for data analysis 
 
According to Polit and Beck (2010:76), quantitative studies need preliminary 
steps which involve transferring the data from the questionnaires (written 
documents) onto computer files for analysis. These authors mention coding 
as another example of the preliminary steps needed to prepare data for 
analysis. An example of coding as preliminary step in preparation for data 
analysis is the demographical information in Section A (view Annexure B.2) 
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3.3.4 Phase 4: Analytical 
 
The analytical phase was the fourth major phase identified for this study. 
During this phase the collected data were subjected to analysis and 
interpretation (Polit & Beck 2010:76). 
 
3.3.4.1 Step 12: Data analysis  
 
The measurement of the variables was derived in quantitative results. Utilising 
a structured questionnaire is an objective method to ensure the reliability and 
validity of a quantitative research study (Brink et al 2006:147). The results 
described in this section would release information related to the statistical 
tests performed. Polit and Beck (2010:91-92) confirm that the description of 
the results should reflect the following information: 
o Names of the statistical tests performed during the analysis of the 
obtained data. This procedure does not only estimate the probability 
that the results are correct, but also assists in answering the research 
question. 
o Numeric value of the calculated statistics done for the specific 
statistical test performed to reflect accuracy.  
o Significance which proves statistically that the findings are probably 
true and in a new sample consistent results will be obtained. 
Discussion of the significance of the results should also include the 
level of significance. The level of significance is an index which 
indicates how probable the reliability of the results is. If, for example, 
the significance of a finding was at level 0.8, this implies that eight 
times out of 100 (8 ÷ 100 = 0.08) the obtained results will be fallacious. 
This implies that in a new sample, 92 times out of 100 similar results 
would be obtained. Therefore, the level of significance reflects a high 
degree of confidence, but not total assurance that the findings are 
accurate. 
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During data analysis the technique to reduce the numbers of digits was 
implemented (Marsh & Elliott 2008:12). The intent of utilising this technique 
was to minimise any misunderstanding which could be caused by excessive 
detail, improve the appraisal of the data and accentuate important features. 
Based on the explanation given by Marsh and Elliott (2008:13), the best 
practice to approach this important action was to apply the rule of thumb. The 
researcher took great care during the process of reducing the numbers of the 
digits in the collected and computed data to maintain precision thereof. Two 
techniques for reducing the numbers of the digits are available, namely, 
rounding and cutting (Marsh & Elliott 2008:13). In this study the technique of 
rounding the digits was selected and applied for values six to 10. According to 
Marsh and Elliott (2008:13), to apply the technique correctly, values from 
nought to four should be rounded down. In this study the values between 
nought to four were left unaltered, for example, 2.43 were left as 2.4. Values 
from six to 10 were rounded up, for example, 2.37 were changed to 2.4. The 
digit five could arbitrarily be rounded up or down according to a fixed rule. In 
this study the digits were rounded up, for example, 2.45 were altered to 2.5 
and 65.5 to 66 (Marsh & Elliott 2008:13). Cronbach’s Alpha values were the 
only data which were left unchanged. The number of digits was not reduced 
for any of the Cronbach’s coefficient values (view Chapter 4). 
 
A crucial aspect to ensure objectivity in a quantitative study is the correct 
measurement of the variables from which data was derived for discussion 
(Gerrish & Lacey 2010:134). In this study the levels of measurement, based 
on the information from Polit and Beck (2010:371-372) and Brink et al 
(2006:141-142), included the following two classes, namely, nominal and 
ordinal measurement. 
 
 Nominal measurement 
 
Nominal measurement where numbers were used to categorise variables 
which could be interchangeable. The following is an example from the 
structured, self reported questionnaire which was distributed to collect data 
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pertaining to gender. The respondents were either male or female and had to 
select the appropriate choice according to their gender. 
 
Section A: Demographical information 
1 Gender  
 Male 1 Female 2 V1.1  V1.2  
 
 Ordinal measurement 
 
Ordinal measurement is when small numbers of values are available in 
quantitative order. The following is an example from the structured, self 
reported questionnaire which was distributed (view Annexure B.2). The 
indicated four-point Likert scale was utilised throughout the structured, self 
reported questionnaire. The respondents had to indicate by using the scale to 
what degree they personally viewed the importance of the competencies for 
child nurse practitioners when managing child nursing in the domains of child 
nursing practice: 
 
 (1) Very important 
 (2) Important 
 (3) Least important 
 (4) Not important at all 
 
Knowledge domain 2: Education in practice 
14 Knowledge of educational principles to enable the child and family in decision making about care 
 Educational strategies 1 2 3 4 V14.1     
 Educational approaches 1 2 3 4 V14.2     
 Correct selection of educational material 1 2 3 4 V14.3     
 Learning needs of the child and family 1 2 3 4 V14.5     
 
In this study factor analysis was used as the technique to reduce the numbers 
of variables, but at the same time keeping most of the variability observed 
(Perera et al 2009:86). In achieving this, new factors were created which were 
linear combinations in line with measurable variables. This resulted in the 
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actuality that one factor could include different variables or items. It was 
valuable in this study because of the related factors for each domain of child 
nursing practice and the interrelated variables or items between knowledge 
and skill. Perera et al (2009:86) note that using this technique allows for the 
overlap between the different items which formed each factor. Because the 
individual perceptions of the respondents of one factor might have been 
variable, this redundancy was necessary. According to Perera et al (2009:87), 
redundancy could be seen as a form of internal consistency between the 
different items.  
 
In this study Cronbach’s Alpha coefficient values were computed to measure 
the internal consistency of the items. Cronbach’s values ranging between .00 
and + 1.00 are accepted as a quantitative value (Perera et al 2009:87; Polit & 
Beck 2010:375). Cronbach’s Alpha values for internal consistency reliability 
above 0.6 were accepted for this study (Perera et al 2009:87). By analysing 
the quantitative evidence, Cronbach’s Alpha values very close to 1 (the 
highest) will point to redundancy which will indicate that these items might not 
be needed for the study (Perera et al 2009:87). For an in-depth analysis and 
discussion view Chapter 4. 
 
Polit and Beck (2010:375) and Brink et al (2006:164) agree that internal 
consistency is when the measuring instrument that involves summing up 
items is evaluated for reliability. As already discussed, in this study the 
internal consistency reliability was evaluated by calculating the Cronbach’s 
Alpha coefficient or coefficient alpha. Polit and Beck (2010:375) reflect the 
normal range of value for Cronbach’s Alpha to be between .00 and +1.00. The 
higher the reliability coefficient is, the more accurate and internally consistent 
the measurement (Polit & Beck 2010:375). Cronbach’s Alpha statistics can be 
utilised to report internal consistency for the whole questionnaire or for 
separate items (Gerrish & Lacey 2010:371). In this study Cronbach’s Alpha 
value statistics were reported separately for each sub-scale or item in every 
domain (Gerrish & Lacey 2010:371). Cronbach’s Alpha values less than 0.6 
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for internal consistency reliability between the items were identified with a red 
flag                and discussed separately (view Chapter 4: Table 4.3). 
 
Other statistical aspects applicable to this study were internal consistency and 
the analysis of variance (ANOVA). Analysis of variance (ANOVA) is the test 
used to calculate mean group differences. Polit and Beck (2010:415) are 
quoted as saying that ANOVA decomposes the variable within groups as well 
as between groups. Brink et al (2006:183) concedes, sharing the same view 
as Polit and Beck (2010:415) by stating ANOVA is used to calculate the 
frequency (F) ratio statistic. The F value will increase when a great variation 
or difference between the groups when compared with the variation within the 
groups, occurs. Brink et al (2006:83) and Polit and Beck (2010:415-416) 
agree that the post-hoc test, or multi-comparison procedure, is done when a 
statistically significant difference occurs. The post-hoc tests in this study 
determined and identified which of the means were the ones that differed 
significantly. Because of the comprehensiveness of this study, only the 
Cronbach’s Alpha coefficient values were applied. Evidence of other 
quantitative tests were computed and analysed and the results supported this 
study. (View Annexure C: a CD with all quantitative tests and values done for 
this study). 
 
The quantitative data was captured, analysed and interpreted with the 
assistance of a professional statistician. Two packages were utilised for 
storing the data and basic analysis of the stored data, namely, Excel and the 
Statistical Package for the Social Sciences (SPSS®). These two examples 
utilised for data analysis in this study were in line with the views of Burns and 
Grove (2009:464) and Gerrish and Lacey (2010:439). The aforementioned 
opine that these two computer packages are ideal examples of statistical 
analysis programmes that can be selected out of a variety of computer 
resources. Both examples are Windows packages. The fact that these 
packages have easy-to-follow pull-down menus (Gerrish & Lacey 2010:439) 
enhanced the usability and value of the two packages during data analysis. 
Excel is a spread sheet that has some statistical functions and can produce 
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graphs. SPSS® was a better option to utilise for data analysis because of its 
more comprehensive and flexible statistical data analysis functions (Gerrish & 
Lacey 2010:439). The SPSS® package can also read Excel files. 
 
The description of the data was done by means of establishing and verifying 
certain representative characteristics such as numbers (N), percentages, and 
frequencies. The data were organised and presented as histograms in table 
format. An in-depth discussion is presented in Chapter 4. 
 
The following expressions and terminologies are used in Chapter 4 for the 
analysis and discussion of quantitative evidence: 
o N designated the total number of subjects or respondents (Marsh & Elliott 
2008:119; Polit & Beck 2010:560). The N for this study was 82, thus N=82. 
o Analysis was the process the researcher used to systemically organise, 
reduce and synthesise the research data in order to give meaning to the 
data and answer the research question (Burns & Grove 2009:695; Polit & 
Beck 2010:547,552). 
o Cases were the basic units of analysis. The units of analysis in this study 
were child nurse practitioners working in a child nursing unit in Gauteng. 
They were referred to as the respondents and data were collected directly 
from them (Marsh & Elliott 2008:7).  
o Cronbach’s Alpha is a widely used index for reliability which estimates 
the internal consistency of a measure composed of several sub-parts. It is 
also referred to as coefficient alpha (Perera et al 2009:82; Polit & Beck 
2010:551). 
o Data were the information collected for this research (Burns & Grove 
2009:695; Polit & Beck 2010:552). 
o Frequency and frequency distribution were utilised where frequency 
reflected the systematic arrangement of the numeric values through 
statistical procedures. Frequency included the number of times each value 
was obtained. Frequency distribution included the possible measures for 
each variable and were arranged or grouped from the lowest values to the 
highest (Burns & Grove 2009:701; Polit & Beck 2010:555). 
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o Mean was the measure of central tendency. The values were obtained 
through computing by summing up all the scores. The answers or values 
obtained were then divided by the number of scores which then 
represented the average value in a sample (Burns & Grove 2009:708; 
Gerrish & Lacey 2010:449; Perera et al 2009:4; Polit & Beck 2010:559). In 
this study the mean was used when variables were compared in the 
histograms and graphs. According to Gerrish and Lacey (2010:448), the 




Sum of all observations 
Number of observations 
 
The researcher rounded the mean off to the first decimal or digit when the 
results were reported. 
o Percentage was portions multiplied by 100. Percentages were obtained 
by dividing the frequencies by one of the total number of respondents or 
cases (N). The particular constant in this study to calculate percentages as 
results was the total number of cases or respondents (N) for the particular 
variable (Marsh & Elliott 2008:61,119). The answers were then multiplied 
by 100 and rounded off to the first decimal or digit. 
o Variables were the collected information on certain features of all the 
cases in the research sample. These features were characteristics of the 
cases and regarded as variables. The use of the term ‘variables’ 
expressed the fact that features across the different cases differ (Marsh & 
Elliott 2008:8). Variables in this study included the characteristics of the 
respondents such as gender, experience, and the type of hospital where 
the respondents were working. It also included variables to determine the 
importance of certain aspects of knowledge, skill and attitudes when 
managing child nursing in the different domains of child nursing practice. 
 
The researcher simplified the statistics in order to present it systematically 
and logically to delineate the competencies for child nurse practitioners. The 
quantitative results were reported and simultaneously grouped to obtain 
evidence of how important the different aspects were. This guided the 
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recommendations made towards refinement of the programme in Child 
Nursing Science. Because of the comprehensiveness of the study and the 
number of quantitative evidence available, it was established that the best 
method for interpretation of the results was in table format. All the computed 
data of the variables were available as percentages represented in graphs 
and tables.  
 
In Chapter 4, section B: Knowledge (Section B of the structured, self reported 
questionnaire) and section C: Skill (Section C of the structured, self reported 
questionnaire) required by the child nurse practitioners were analysed and 
discussed simultaneously. Instead of following the sections of the structured, 
self reported questionnaire, the data was simplified by analysing the 
competencies for knowledge domains (Section B) first, followed directly by the 
corresponding skill (Section C) for the same domain of child nursing practice. 
In order to identify and discuss the degree of importance of each item, the 
sum of ‘Very important’ and ‘Important’ were calculated and added in the 
same block. Consensus was reached by the researcher, the statistician and 
the supervisors to use 85% and above as inclusion criteria for the items in the 
programme for Child Nursing Science in order to comment on refinement of 
the programme.  
 
Red flags                were used to identify items with a sum less than 85%, as 
well as for Cronbach’s Alpha values smaller than 0.6. By combining the 
knowledge domains (Section B) with the corresponding skill domains (Section 
C), the researcher was able to determine similarities between the knowledge 
and the skill required by the child nurse practitioners. This method was 
especially applied to the red flag items identified in the knowledge domain as 
well as the corresponding items in the skill domain.  
 
Each competency which included knowledge and skill for every domain of 
practice was concluded by a discussion. The format of the discussion was 
firstly based on an international overview that included relevant literature to 
support the domain and related items. Relevant literature included was 
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selected from the United Kingdom (UK) and the United States of America 
(USA). Lastly, unique South African literature was discussed relating to the 
domain of practice, the competencies, and the related items. 
 
3.3.4.2 Step 13: Interpretation of the results 
 
Polit and Beck (2010:76) refer to the interpretation of research results as a 
process of making sense of the research results and examining the 
implications of these results. The results of this study are interpreted in 
Chapter 4. In Chapter 4 the researcher analyses and discusses the research 
results. The conclusions and recommendations are discussed in chapter 5.  
The findings are discussed with reference to the supportive literature and the 
requirements of the child nursing practice. Determination of meaningful 
utilisation of the findings was included during interpretation. The facts and 
results obtained were utilised to make recommendations towards the 
refinement of the programme in Child Nursing Science as presented by the 
NEI. 
 
3.3.5 Phase 5: Dissemination 
 
According to Gerrish and Lacey (2010:528), dissemination is the process 
whereby others are informed about the results of a particular study. 
Information can be given in written, verbal, audiovisual or electronic format.  
 
3.3.5.1 Step 14: Communication of the results 
 
In order to contribute to the child nursing practice, communication of the 
research results is considered to be vital as evidence (Polit & Beck 2010:77). 
In this study, communicating the results would contribute to improve the 
quality of the child nursing practice. The results were communicated to the 
respondents without breaching the ethical principles of confidentiality and 
privacy (view Chapter 5: Section 5.5).  
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A posters was designed pertaining to the process and findings of the study as 
well as the conceptual framework representing the components of child 
nursing practice as developed by the researcher (view Chapter 2). It is the 
intent that the results and findings will be communicated by means of a poster 
presentation on the Faculty Research Day of the Faculty of Health Sciences 
(view Annexure F) as well as during the Nursing Education Association (NEA) 
and Forum of the University Nursing Deans in South Africa (FUNDISA) 
Conference (view Annexure F). This would provide the opportunity to discuss 
the results with practitioners and other researchers. It would also create 
opportunities for possible further research, benchmarking, and to collaborate 
for a national curriculum in Child Nursing Science. 
Jan Pratt (Chairperson: Board of Directors of the Australian College of 
Children and Young People’s Nurses) provided the researcher with the details 
of the Neonatal, Paediatric and Child Health Nurses Journal as international 
journal for dissemination of the research results (view Annexure A.1). 
 
3.3.5.2 Step 15: Utilisation of the results 
 
The utilisation of the research results was regarded as the process of refining 
the programme in Child Nursing Science based on the recommendations of 
the results (view Chapter 5: Section 5.3). The recommendations and the 
resulting refinement of the programme in Child Nursing Science would also 
enhance the process to prepare the current curriculum as presented by the 
NEI to accept the embedded knowledge and skill which would be required by 
the governing bodies in the future SAQA curriculum. 
 
The refined programme will be circulated to other NEIs presenting a post-
basic programme in Child Nursing Science for further benchmarking and 
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3.4 VALIDITY AND RELIABILITY 
 
Validity and reliability are two significant concepts which relate to the quality of 
a study (Gerrish & Lacey 2010:24). According to these authors, validity refers 
to the study in terms of what it professes to measure without bias or distortion. 
Reliability refers to the consistency of measurement in the research study 
(Gerrish & Lacey 2010:25). Validity and reliability will be discussed in Section 
3.4.1: Measurement instrument and Section 3.4.2: Research process. 
Other aspects of validity and reliability were discussed in Section 3.3.4.1, 
Step 12: Data analysis. 
 
3.4.1 Measurement instrument  
 
In this quantitative study the data were collected by means of a structured, 
self reported questionnaire as measurement instrument. Section 3.3.2.4 Step 
7: Specification of the structured, self reported questionnaire as 
measurement instrument discussed in depth the design, compilation and 
layout of the structured, self reported questionnaire. Because a newly 
designed questionnaire was utilised in this study, the need arose to clarify that 
the results derived from the structured, self reported questionnaire were 
trustworthy (Gerrish & Lacey 2010:369). The purpose of the following 
discussion is to demonstrate the validity and reliability of the structured, self 
reported questionnaire as measurement instrument. 
 
3.4.1.1 Validity of the structured, self reported questionnaire as 
measurement instrument 
 
Validity refers to the structured, self reported questionnaire as measurement 
instrument and the soundness to measure what it was intended to measure in 
a correct and accurate way (Gerrish & Lacey 2010:372; Polit & Beck 
2010:377). Validity is regarded by Polit and Beck (2010:377) as a decisive 
aspect because a questionnaire is unable to validly measure a variable if it is 
inaccurate and inconsistent. 
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Gerrish and Lacey (2010:372) and Polit and Beck (2010:377) identify the 
following aspects of measurement instrument validity and point out that, if 
applied, it will ensure validity of the questionnaire. 
o Face validity is a subjective assessment and refers to the items in a scale 
to be relevant, clear and unmistakable (Gerrish & Lacey 2010:372) and will 
measure what it is intended to measure (Polit & Beck 2010:377). The 
items in the structured, self reported questionnaire utilised in this study 
answered to face validity because it appeared to measure the planned 
construct (Polit & Beck 2010:377). Face validity was ensured during the 
pre-test of the structured, self reported questionnaire and input from the 
expert supervisors. Although Burns and Grove’s (2009:381) stance is that 
face validity is no longer regarded as an acceptable approach to test the 
validity of a measurement instrument, they concede it remains a very 
important aspect. The willingness of the respondents to complete the 
structured, self reported questionnaire related directly to their perception 
that the structured, self reported questionnaire measures the content they 
had agreed upon to supply (Burns & Grove 2009:381). 
o Content-related validity was ensured by asking experts to judge the 
items of the structured questionnaire to affirm full representation of the 
concept to be measured. According to Gerrish and Lacey (2010:372), 
content validity is a weak example of validity but useful as a starting point.  
 
In this study content validity was obtained during pre-testing of the structured, 
self reported questionnaire by utilising experts in the field and through a 
theoretical underpinning and literature control. Content–related validity started 
when the structured, self reported questionnaire was developed. Firstly, the 
domain or universe of the construct was identified to ensure the correct 
content to measure (Burns & Grove 2009:381). The extensive literature 
search enabled concept analysis as evidence for concept-related validity. The 
procedure which was followed to develop the structured, self reported 
questionnaire is discussed in depth in Section 3.3.2.4, Step 7: Specification 
of the structured, self reported questionnaire as measurement 
instrument. Thereafter, the contents of the structured, self reported 
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questionnaire was put together in a blueprint with specific guidelines for 
judging the appropriateness, accuracy and representativeness, and presented 
to the expert supervisors (view Annexure B.2). According to the 
recommendations made by them, some of the factors and items were 
adjusted and rearranged and a draft of the structured, self reported 
questionnaire was compiled to use for pre-testing (view Annexure B.1). 
o Criterion-related validity ascertains a relationship between the scores on 
the measurement instrument and an external criterion. Criterion-related 
validity exists when there is a strong correlation between the scores on the 
measurement instrument and the scores on the criteria. According to 
Burns and Grove (2009:377), criterion-related validity involves a 
comparison between the score of achievement and the criterion. In 
application of the structured, self reported questionnaire utilised in this 
study, the criteria were competencies of knowledge, skill and attitudes. For 
each of the criteria certain target behaviours were identified (view Chapter 
2: Section 2.3 and 2.4). The target behaviours were defined and included 
as factors on the structured, self reported questionnaire. The critical 
behaviours for each one of the target behaviours were then identified, 
defined and included as items for each factor. 
o Construct validity is a recount of the representation between the items in 
the structured questionnaire and the underlying conceptual structure. 
Construct validity includes both content validity and predictive validity. 
Construct validity utilises empirical procedures and requires judgement 
pertaining to the use of the structured questionnaire to ensure that the 
questionnaire measures what it is supposed to measure (view Annexure 
B.2). In this study convergent validity was utilised as method to prove 
construct validity of the structured, self reported questionnaire.  
 
The researcher was confident that the structured, self reported questionnaire 
as measurement instrument would measure what was needed to meet the 
aim and objectives of the study in a scientifically based manner. 
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3.4.1.2 Reliability of the structured, self reported questionnaire as 
measurement instrument 
 
Reliability refers to the repeatability of the questionnaire to measure the 
attribute in a consistent and accurate way (Burns & Grove 2009:377; Gerrish 
& Lacey 2010:370; Polit & Beck 2010:373). Aspects utilised to ensure the 
reliability of the structured, self reported questionnaire were the following: 
o Stability is ensured by test-retest reliability procedures; it implies that 
similar results are obtained by using the same measure instrument on two 
separate occasions over a short period of time (Gerrish & Lacey 2010:371; 
Polit & Beck 2010:373). In this study the expert supervisors who validated 
the structured, self reported questionnaire were given clear guidelines as 
to assess the stability of the structured, self reported questionnaire. After 
the first test-retest procedure the expert supervisors made some 
recommendations according to which some of the factors and items were 
adjusted and rearranged and a draft of the structured, self reported 
questionnaire was compiled to use for the pre-test. This draft was given to 
a sample group one week later and the scores obtained were compared. 
One problem of the test-retest reliability encountered in this study was that 
traits might have occurred over time which could have influenced the 
scores. These traits could have been changes in knowledge, skill or 
attitudes and would have influenced the scores independently of the 
structured, self reported questionnaire (Polit & Beck 2010:375). 
o Internal consistency reliability reflects how well items are related to 
each other when measuring the same trait or construct (Gerrish & Lacey 
2010:371; Polit & Beck 2010:375). In this study the Cronbach’s Alpha 
coefficient was calculated for each item to reflect internal consistency and 
reliability between the items in the structured, self reported questionnaire. 
Computed Cronbach’s Alpha values above 0.6 were accepted for this 
study (Perera et al 2009:86). According to Burns and Grove (2009:379), 
lower coefficient alpha values of Cronbach’s between 0.8 and 0.9 indicate 
that a measurement instrument reflects fine discriminations in the levels of 
construct. In this study most of the Cronbach’s Alpha values computed for 
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the different items had confirmed internal consistency reliability (view 
Chapter 4: Sections 4.4 and 4.5). 
 
3.4.2 Research process 
 
The research process followed in this study was linear, systematical and 
sequential and was also presented in the same way (Gerrish & Lacey 
2010:14). A quantitative research design was regarded as appropriate to 
answer the research question. This choice resulted in data collection by 
utilising a structured, self reported questionnaire, capturing of the numerical 
data by a statistician, and a statistical analysis to discuss the research results 
in order to formulate recommendations. 
 
Polit and Beck (2010:241) state different techniques are available to control a 
study. Applying these techniques will ensure that the study complies with 
criteria for internal and external validity (Polit & Beck 2010:246). A definite 
distinction can, therefore, be made between internal validity and external 
validity. 
 
3.4.2.1 Internal validity  
 
Internal validity validates whether independent variables have any influence 
on dependent variables. Polit and Beck (2010:246-247) identify and group the 
threads to internal validity into different classes. 
 
Selection threats occur when pre-existing differences between the groups 
under study exist which can affect the dependant variable in a way unrelated 
to the effect of the independent variable. To bridge selection threats as a 
potential risk to internal validity, the researcher utilised random sampling to 
test-retest and pre-test the structured, self reported questionnaire. In this 
study selection threats was acknowledged but not regarded as a major threat 
because other control steps were in place to ensure the validity of the study. 
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 Rigour in the study 
 
Burns and Grove (2009:34) explain rigour as striving for excellence in 
research. It is possible to achieve rigour through discipline, adherence to 
detail and strict accuracy. This study was rigorously conducted by strictly 
following the specific steps of research as tabulated in Table 3.1 and a logical, 
deductive reasoning process as indicated in Figure 3.1. Burns and Grove 
(2009:34) state this ensures detail and logically link the scientific investigation 
process. Rigour was also ensured by the careful selection of a representative 
sample for this study, objectivity of the structured, self reported questionnaire, 
data collection and statistical analysis. 
 
 Precision in the study 
 
Burns and Grove (2009:35) accept precision as an aspect of rigour. 
Description and details of the research design and methodology followed in 
this study enhanced accuracy, detail and order, which are regarded as crucial 
aspects of precision. The conciseness of the research purpose and the 
detailed development of the research design were favourable to claim 
precision in this study. 
 
 Control in the study 
 
According to Burns and Grove (2009:35), control in a study involves all the 
steps taken by the researcher to eliminate mistakes or decrease the 
possibility of error. The application of control in this study increased the 
probability of accurate statistical findings and ensured correct reflection of the 
competencies required by child nurse practitioners. The achievement of 
control in a study is made possible by the design of the study (Burns & Grove 
2009:33). Different methods of control should be in place and evident in a 
study in order to answer correctly to a quantitative design. The descriptive 
design, as applied in this study, was an example of control because of the 
little or no influence the researcher had over the respondents in their natural 
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setting. Polit and Beck (2010:107) validate research control as the elimination 
of contaminating factors which could influence the variables in study. A 
positive outcome of the application of control in a study is, according to Burns 
and Grove (2009:689), the reduction of bias. 
 
 Bias in the study 
 
Bias is defined in the Concise Oxford English Dictionary (2006:130) as “a 
systematic distortion of a statistical result due to a factor not allowed for in its 
derivation”. 
 
The distortion of research findings leads to unreliable results, which is not a 
true reflection of the outcome of the research; it therefore affects the quality of 
evidence of a study (Polit & Beck 2010:238). Research studies are conducted 
to discover the real answers to an existing phenomenon. Burns and Grove 
(2009:220) and Polit and Beck (2010:107) agree that certain methods or 
strategies should be utilised to prevent bias in a study. According to Burns 
and Grove (2009:220,353), not all bias in a study is easily recognisable. Some 
of the examples identified and prevented in order to exclude any influence of 
bias in this study included the correct selection of a suitable representative 
sample, the objectivity and composition of the structured, self reported 
questionnaire, the data collecting process, statistical analysis and the 
generalisation of the data. Polit and Beck (2010:107) opine that bias can 
never be avoided in total and refer to research control as a method to prevent 
bias. A detailed description of control for the purpose of this study was 
presented in Section 3.4.2.1: Internal validity (in this Chapter see 
paragraph: Control in this study, page 167).  
 
The researcher is of the opinion that in this study bias was combatted by the 
application of rigour, precision and control methods. 
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3.4.2.2 External validity  
 




Within a quantitative study external validity relates to the degree of 
generalisation of the research results to the population (Polit & Beck 
2010:248). If the research results are generalised to a target population, it is 
important to select a representative sample (Polit & Beck 2010:248). In this 
study the implication of generalisation was the possibility for new research. 
 
  Replication or repeatability 
 
Repeatability refers to future repetition of the research in another context or 
population (Polit & Beck 2010:248). The authors elaborate on the importance 
of multi-site studies for generalisation purposes. 
 
3.4.2.3 Limitations of the study 
 
Limitations of a study are regarded by Burns and Grove (2009:41) as 
restrictions or problems which may reduce the generalisation possibility of the 
study. These authors identify two types of limitations, namely, theoretical 
limitations and methodological limitations. 
o Theoretical limitations include weaknesses in a study framework and 
conceptual operational definitions of variables. These weaknesses lead to 
restriction in abstract generalisation of the results and findings (Burns & 
Grove 2009:41). No theoretical limitations were identified in this study. 
o Methodological limitations include weaknesses in the study design. 
These weaknesses can limit the credibility of the findings and restrict 
generalisation (Burns & Grove 2009:41). In this study limited 
generalisation occurred due to the non-probability sampling, including 
convenient and snowball methods used. Generalisation was further limited 
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by the fact that the study was conducted in Gauteng only. Results could 




This chapter outlined the research process which was guided by a 
quantitative design in order to deal with the research question in a scientific 
manner. The chapter focused on the five phases of the research process. 
Each phase and how it was applied in this study were discussed in depth. 
 
Chapter 4 discusses the results and findings of this study. 



















Waldo’s perception of being hospitalised 









In Chapter 3 the research process followed in this study was discussed in 
depth. Included in the discussion was the research design and method.  
Chapter 4 focuses on the research results through discussion and analysis of 
the data collected by means of a structured questionnaire. The components of 
the structured, self reported questionnaire were adopted and adapted from the 
competencies stipulated by the ACPCHN (2006) (view Sections 1.8.4 and 
2.2). 
 
The broad aim of this chapter is to report on the research results. One 
hundred and ten structured, self reported questionnaires were distributed. 
Eighty-two (82) completed questionnaires were returned, which yielded a 
response rate of 75%. In this chapter ‘N’ will designate the total number of 
respondents who completed the structured, self reported questionnaire, thus 
N = 82, unless otherwise indicated with ‘n’. The ‘n’ will designate the number 
of respondents who completed a specific question. 
 
4.2 RESEARCH RESULTS AND DISCUSSION 
 
To present the research results and discussion thereof meaningfully, the 
presentation is guided by the headings as used in the structured, self reported 
questionnaire. 
o Section A: Demographical information 
o Section B: Knowledge required by the child nurse practitioner 
Knowledge domain 1: Professional and ethical practice  
Knowledge domain 2: Clinical practice 
Knowledge domain 3: Education in practice 
Knowledge domain 4: Quality of practice 
o Section C: Skills required by the child nurse practitioner 
Skill domain 1: Professional and ethical practice 
Skill domain 2: Clinical practice 
Skill domain 3: Education in practice 
Skill domain 4: Quality of practice 
o Section D: Attitude required by the child nurse practitioner. 
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4.3 SECTION A: DEMOGRAPHICAL INFORMATION 
 
Section A reflected the demographic characteristics and general information 
of the respondents. Each item is discussed individually in Sections 4.3.1 to 
4.3.7. 
 
4.3.1 Gender [V1.1-V1.2] 
 
Question 1 focused on the gender of the respondents. Of the respondents 
3.7% (n = 3) omitted completing the question, thus n = 79. Two (2.5%) of the 
respondents were male and 77 (97.5%) female. The results are reflected in 
Table 4.1. 
 
Table 4.1: Gender [V1] 
Gender Frequency Percentage (%) 
Valid 
1 Male 2 2.5 
2 Female 77 97.5 
Total (n) 79 100.0 
Missing System 3  
Total (N) 82  
 
Discussion: Stott (2007:326) confirms that nursing has traditionally been 
regarded as a predominantly female profession. Burns (1998:695) refers to 
nursing activities as “womanliness”. In a study conducted by Glasper and 
Campbell (1994:18) it was recorded that the clinical field of paediatrics is one 
of the specialist areas in the USA from which male registered nurses are 
almost absent. Statistics provided by the SANC (2009:[1]) reflect that 95.2% 
of registered nurses in Gauteng are female. The findings in the current study 
indicating that child nurse practitioners in Gauteng are predominantly female 
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4.3.2 Age [V2] 
 
Question 2 was an open-ended question to elicit information about the age of 
the respondents. The aim of the question was to monitor the average age of 
the child nurse practitioners who volunteered to participate in the study.  
 
Sixty-six (80.5%) of the respondents completed the question. One (1.5%) 
respondent documented an age of 16. The respondent might have 
misinterpreted the question because the youngest age at which one can start 
practicing as a registered nurse is estimated to be 22. (The general age for 
completing Grade 12 is 18 years with a further four-year study to complete a 
nursing programme). 
 
The raw data concerning the age of the respondents were recorded. 
Frequency intervals were grouped into smaller categories to simplify the 
results as suggested by Marsh and Elliot (2008:18). A summary of the interval 
groups are provided. One respondent (1.5%) was younger than 25; 12 
(18.1%) were between 25 and 29 years old; 10 (15.1%) were between 30 and 
34; 14 (21.2%) were between 35 and 39 and 10 (15.1%) were between 40 
and 44 years old. Ten (15.1%) of the respondents were between 45 and 49; 
six (9%) were between 50 and 54 years and one (1.5%) was between 55 and 
59 years old. One (1.5%) respondent was 60 years old. The mean age of the 
respondents was 38.2 years. The results are depicted in Figure 4.1. 
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Figure 4.1: Age in years (n = 66) 
 
Discussion: The results in this study relates to the findings of Mott (2008:78) 
who states that it had been documented by the Paediatric Nursing 
Certification Board that there was an increase in the average age of child 
nurse practitioners. The author provides two findings of peak ages for child 
nurse practitioners: the first significant peak is around 30 to 34 years of age 
and the second at 50 to 54 years. Based on the findings in this study the 
mean age of the respondents was 38.2, reflecting that child nurse 
practitioners in child nursing practice are currently of a younger age than 
previously reported.  
 
4.3.3 Professional status [V3.1-V3.4] 
 
Question 3 determined the professional status of the respondents. Eighty-one 
(n = 81) structured, self reported questionnaires were completed which led to 
a response rate of 98.8% for this question. In contrast to the majority of 
respondents (49 [60.6%]) who were trained child nurse practitioners, 22 
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(27.2%) of the respondents indicated they were not registered child nurse 
practitioners. Eight (9.9%) of the respondents were students who had already 
obtained the diploma in Child Nursing Science and were, at the stage the 
study was conducted, in their third year of studying for a bachelor degree in 
nursing. The remaining 2.5% of the sample were lecturers, one at university 
level and the second one was working at a private nursing school. Both were 
involved in the management, operation and presentation of formal 





Figure 4.2: Professional status (n = 81) 
 
Discussion: Horman, Campbell and DeGregory (1987:847) explain that it is 
possible for the general public to recognise members of a certain profession 
through the latter’s specific service delivery, utilisation of skills, using of titles, 
and wearing of uniforms. According to Horman et al (1987:847), other 
characteristics such as typical manners of behaviour, physical attributes and 
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images can be clustered to enable association with a particular professional 
group. As an end result, professional groups can be identified and separated 
from each other by the adoption of an exact body of knowledge, a unique set 
of skills based on the knowledge, and the performance of activities not 
performed by any other professionals. 
 
The intention for including this question in the structured, self reported 
questionnaire was to identify the professional status of the respondents. The 
researcher needed evidence of the number of trained child nurse practitioners 
respondents who were equipped with knowledge, possessed unique skill 
based on this knowledge, and who performed a wide variety of activities not 
executed by any other professional (Horman et al 1987:847).  
 
4.3.4 Experience [V4] 
 
Question 4 was an open-ended question to determine, in number, the years of 
clinical experience the respondents had had as practitioners in child nursing. 
Seventy-one (86.6%) of the respondents completed the question, therefore n 
= 71. From the data presented the average number of years of experience as 
child nurse practitioners was 10.6. Of the respondents, four (5.6%) had one 
years’ experience and one (1.4%) of the respondents had 37 years of 
experience as a child nurse practitioner. Four (5.6%) respondents indicated 
that they had two years of experience; five (7.0%) of the respondents 
indicated three years’ experience; 6 (8.5%) of the respondents indicated four 
years of experience; four (5.6%) indicated five years of experience and three 
(4.2%) of the respondents had six years of experience. A further four (5.6%) 
respondents indicated seven years of experience, while another eight (11.3%) 
of the respondents had eight years of experience. One respondent (1.4%) 
indicated nine years of experience and nine (12.7%) of the respondents 
indicated 10 years of experience. The 11, 12, 13, 15, 17 and 25 years groups 
yielded two (2.8%) respondents per group, while three (4.2%) of the 
respondents indicated 20 years of experience. Regarding the year groups 
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falling under 19, 21, 29, 30, 32 and 33 years of experience, only one (1.4%) 
respondent per age example was indicated.  
 
From the results it was established that the majority of respondents, forty-
eight (n = 48) [67.6%], had between one and 10 years of clinical experience in 
child nursing, with the remaining 23 (32.4%) respondents indicating more than 





Figure 4.3: Years’ experience in child nursing (n = 71) 
 
Discussion: Traditionally, clinical experience is equated with expertise and, 
by implication, the longer the duration to clinical exposure, the higher the 
quality of competency should be (Redman 2008:222). Clinical experience is 
generally regarded as the indicator of clinical competence (Redman 
2008:222). In Benner’s (1984:3) view, experience is a prerequisite for 
expertise. Ericsson, Charness, Feltovich and Hoffman (cited in Redman 
2008:[222]) advise that the “10-year rule” is normally accepted as a guideline 
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to indicate the minimum time needed for experience to master highly complex 
endeavours. Redman (2008:[223]), referring to these findings, challenges the 
view that experience can be attained within a specified time frame. He posits 
that experience does not necessarily guarantee successful performance, and 
the number of years reflected as experience is a poor predictor of 
performance. Redman’s interpretation is thus that experience of more than 10 
years would not necessarily demonstrate an advanced level of performance in 
a certain domain of practice. Ericsson, Whyte and Ward (2007:E59) 
furthermore reason that experts are developed by extended experience and 
these experts intuitively know how to perform and to follow rules in a certain 
situation. 
 
Taking into consideration the view of Ericson et al (cited in Redman 
2008:[222]) about the “10-year rule” of experience to achieve complex 
activities, it was concluded that the respondents were experienced and had 
mastered the complex skill needed for child nursing as evidenced by the 
finding of an average of 10.6 years for this question.  
 
4.3.5 Type of hospital [V5.1-V5.6] 
 
Question 5 concerned the type of hospital the child nurse practitioner were 
working in. The public, private, military and district settings were specifically 
delineated.  
 
Eighty-two structured, self reported questionnaires were distributed. Eighty-
one respondents completed this question, thus n = 81. One (1.2%) 
respondent indicated that this question was not applicable to her situation 
because of her position as a lecturer. The majority, namely 40 (49.4%), of 
respondents were employed in public sector and was followed by 34 (42%) 
respondents working in the private sector, then the district service (4.9%) and 
lastly the military service (2.5%). The results are depicted in Figure 4.4. 
 
 










Figure 4.4: Type of hospital (n = 81) 
 
Discussion: Gauteng is geographically not only the smallest province in 
South Africa, but also the most densely populated (Stephen et al 2009:117). 
According to Stephen et al (2009:117), Gauteng may subjectively be viewed 
by many as an affluent province, but, in reality, poverty and unemployment 
remain a burden on the general health of the population. This necessitates the 
need for health care facilities to meet the health requirements of the children 
in Gauteng.  
 
In a research report compiled by Henderson (2008:3) it is stated that hospitals 
in South Africa are owned and managed by both the public and private 
sectors. The South African Government owns the public hospitals and the 
Department of Health (DoH) is therefore responsible for the direction of public 
health services. The majority of private hospitals are owned by larger private 
hospital groups, while a small percentage of private hospitals operate as 
independent facilities (Henderson 2008:3).  
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Due to the high level of poverty and unemployment rates, the Government, 
thus its DoH, is responsible for service delivery and health care to children in 
Gauteng. According to the Gauteng Health Departmental Strategic Plan: Draft 
2 (GDoH 2002:4), the public health service is still the main provider of health 
care to the population. A total of 28 public hospitals are situated in Gauteng 
(view Figure 4.5 and Annexure E). The Strategic Plan: Draft 2 (GDoH 
2002:25) reported an oversupply of acute private sector beds in Gauteng. 
Henderson (2008:5) reports in the research document that a total of 211 
private hospitals exist countrywide. Sixty-three of these hospitals are situated 
in Gauteng (Henderson 2008:17-19, 22, 24). Figure 4.5 illustrates the areas 


















Figure 4.5: Public hospitals in Gauteng (adapted from Gauteng 
Department of Health 2002:23) 
 
A list of the hospitals based on the numbers in Figure 4.5 is provided in 
Annexure E. 
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4.3.6 Type of patients [V6.1-V6.7] 
 
Question 6 determined the type of patients managed by the respondents in 
the child nursing practice. The question was sub-divided into six specific types 
of patients managed in child nursing practice. The respondents were not 
restricted to choose one option but could select more than one to indicate the 
type of patients they managed in the child nursing practice. An additional 
option, “Other”, was provided for those respondents who managed any other 
types of patients not indicated in the question. All the respondents completed 
the question, therefore N = 82. 
 
Regarding the management of medical associated health problems/needs 
[V6.1], 11 (13.4%) respondents did not respond to this question, therefore, n 
= 71. Sixty-one (85.9%) respondents indicated that this type of patient was 
managed in the child nursing practice, while 10 (14.1%) respondents indicated 














Figure 4.6: Medical associated health problems/needs (N = 82) 
 
Regarding the management of surgical associated health problems/needs 
[V6.2], 11 (13.4%) respondents did not respond to the question, therefore, n = 
71. Sixty-six (93%) respondents indicated that this type of patient was 
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managed in the child nursing practice, while five (7%) indicated they were not. 





Figure 4.7: Surgical associated health problems/needs (n = 71) 
 
Regarding the management of paediatric emergencies/trauma [V6.3], 35 
(42.7%) respondents did not respond to this question, therefore n = 47. Thirty-
six (76.6%) respondents indicated that this type of patient was managed in the 
child nursing practice and 11 (23.4%) indicated they were not. The results are 






























Figure 4.8: Paediatric emergency/trauma (n = 47) 
 
Regarding the management of paediatric intensive care [V6.4], 38 (46.3%) 
respondents did not respond to this question, therefore, n = 44. Twenty-five 
(56.8%) respondents indicated that this type of patient was managed in the 
child nursing practice, while 19 (43.2%) indicated they were not. The results 













Figure 4.9: Paediatric intensive nursing care (n = 44) 
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Regarding the management of neonatal intensive care [V6.5], 34 (41.5%) 
respondents did not respond to this question, therefore, n = 48. Twenty-five 
(52.1%) respondents indicated that this type of patient was managed in the 
child nursing practice, while 23 (47.9%) indicated they were not. The results 




Figure 4.10: Neonatal intensive care (n = 48) 
 
Regarding the management of oncological health care problems/needs 
[V6.6], 39 (47.6%) respondents did not respond to the question, therefore, n = 
43. Sixteen (37.2%) respondents indicated that this type of patient was 
managed in the child nursing practice, while 27 (62.8%) indicated that they 
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Figure 4.11: Oncological health care problems/needs (n = 43) 
 
Regarding the management of “other” types of patients in the child 
nursing practice [V6.7], 60 (73.2%) did not respond to this question, 
therefore, n = 22. Nine (40.9%) respondents indicated that other types of 
patients were managed in the child nursing practice, while 13 (59.1%) 
respondents indicated this was not the case. Four (18.1%) respondents 
indicated that they managed other types of patients in the child nursing 
practice, but omitted to specify the type of patient. Five (22.7%) respondents 
specified the other types of patients they managed as: 
o orthopaedic patients (n = 2) 
o ear, nose and throat problems (n = 2) 
o paediatric outpatient’s department (n= 1). 
 














Figure 4.12: ’’Other” in child nursing practice (n = 22) 
 
Discussion: The respondents indicated they managed all types of patients 
with the associated health needs as identified in the structured, self reported 
questionnaire. The majority 66 (93%) indicated they managed patients with 
surgical associated health problems/needs [V6.2]. Medical associated health 
problems/needs [V6.2] constituted 85.9% and paediatric emergency/trauma 
[V6.3] 76.6%. This was followed by paediatric intensive care [V6.4] with 56.8% 
and neonatal intensive care [V6.5] with 52.1%. Oncological health care 
problems/needs [V6.6] constituted 37.2% and “other” type of patients in child 
nursing practice [V6.7] 22.7%. 
 
The findings displayed that, because the respondents were given the option to 
select more than one alternative to indicate the type of patients managed in 
child nursing practice, the choices reflected the major health problem/need in 
association with other health care needs. These needs included care in 
paediatric intensive, surgical associated health needs, medical associated 
health needs, neonatal intensive and/or paediatric emergency/trauma 
management. 
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Discussion Sections B to D 
 
The discussion from this point forward focuses on the domains of practice as depicted in 
Sections A to D of the questionnaire. The questionnaire was constructed from the current 
programme in Child Nursing Science presented at the NEI, Competencies for the Specialist 
Paediatric and Child Health Nurse (ACPCHN 2006:13-24) and WHO Europe Children’s 
Nursing Curriculum (WHO 2003) (view Chapter 2). 
 
Respondents were asked to indicate, by using the following four-point Likert scale, to what 
degree they personally viewed the importance of the items in the different domains for child 
nurse practitioners. 
(1) Very important 
 (2) Important 
 (3) Least important 
 (4) Not important at all 
 
In order to discuss the degree of importance of each item, the sum of “Very important” and 
“Important” were added. Consensus between the researcher, the statistician and 
supervisors was reached to use the sum of 85% and above as inclusion criteria for the items 
to refine the programme in Child Nursing Science. Not all the results are discussed in depth 
due to the extensiveness of the study. The identified factors for the items will however be 
discussed as a unit.  
 
Red flags               will be acknowledged and findings relating to the refinement of the 
programme in Child Nursing Science will be discussed (view Chapter 5). 
 
In this study a Cronbach Alpha coefficient value above 0.6 was regarded as a valid 
measure for internal consistency reliability (Perera et al 2009:87). 
 
The knowledge domains (Section B) are discussed firstly, followed by the 
corresponding skill domains (Section C) since the literature discusses these entities as 
one. The discussion includes a literature control firstly addressing an international overview 
which includes the UK and the USA, followed by the uniquely South African situation. 
 
Results obtained from Section B and Section C of the structured self reported questionnaire 
will be discussed simultaneously. Knowledge and skill are not regarded as separate 
entities, but as interlinked. 
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4.4 SECTION B AND C: KNOWLEDGE AND SKILL DOMAIN 1 
 
Section B and C relating to the knowledge and skill required by child nurse 
practitioners are discussed simultaneously, using the following headings: 
o Knowledge/Skill domain 1: Professional and ethical practice  
o Knowledge/Skill domain 2: Clinical practice 
o Knowledge/Skill domain 3: Education in practice 
o Knowledge/Skill domain 4: Quality of practice 
 
 
4.4.1 Knowledge domain 1: Professional and ethical practice [V7.1-
V9.1] 
 
Professional and ethical practice was the first knowledge domain and 
consisted of three factors, namely: 
o Knowledge of Acts, regulations, policies and standards [V7.1-V7.4] 
o Knowledge of ethical, justified and safe practice [V8.1-V8.8] 
o Knowledge to advocate for children and families [V9.1-V9.3]. 
 
In order to present the research results, the discussion and the analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as indicated in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
three factors is provided followed by a summary of the statistical data in table 
format. The findings of the three factors are discussed as it relates to current 
literature. A table guides the analysis, indicating the findings.  
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4.4.1.1 Knowledge of Acts, regulations, policies and standards        
[V7.1-V7.4] 
 
Factor seven reflected the knowledge of Acts, regulations, policies and 
standards of the respondents [V7.1-V7.4]. The factor consisted of four items. 
The sum totals of items [V7.1] to [V7.4] were all 85% and above, indicating 
that all these items should be included in the programme for Child Nursing 
Science (view Table 4.2). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V7.1] to [V7.4] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.1.2 Knowledge of ethical, justified and safe practice [V8.1-V8.8] 
 
Factor eight reflected the knowledge of ethical, justified and safe practice of 
the respondents [V8.1-V8.8]. The factor consisted of eight items. The sum 
totals for items [V8.1] to [V8.8] were 85% and above, indicating that all these 
items should be included in the programme for Child Nursing Science (view 
Table 4.2). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V8.1] to [V8.8] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.1.3 Knowledge to advocate for the child and the family [V9.1-V9.3] 
 
Factor nine reflected the knowledge of respondents to advocate for children 
and families [V9.1-V9.3]. The factor consisted of three items. The sum totals 
of items [V9.1] to [V9.3] were 85% and above, indicating that all these items 
should be included in the programme for Child Nursing Science (view Table 
4.2). No red flags were identified for this factor. 
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The Cronbach Alpha values for items [V9.1] to [V9.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
The results of each of the factors and related items are reflected in Table 4.2. 
 
Table 4.2: Knowledge domain 1: Professional and ethical practice 
Knowledge domain 1: Professional and ethical practice 
Factor with related items 




















































































7. Knowledge of Acts, regulations, policies and standards 
[V7.1] Legislation (e.g. Constitution 
of the Republic of South Africa, 
Children’s Act) 
82 0 
62 (75.6) 15 (18.3) 
3 (3.7) 2 (2.4) 0.721 
Sum: 77 (93.9) 
[V7.2] National guidelines (e.g. 
feeding policies, immunisation 
policies) 
80 2 
55 (68.8) 18 (22.5) 
5 (6.2) 2 (2.5) 0.717 
Sum: 73 (91.3) 
[V7.3] Organisational and/or 
institutional guidelines, policies and 
standards 
81 1 
53 (65.4) 26 (32.1) 
1 (1.2) 1 (1.2) 0.700 
Sum: 79 (97.5) 
[V7.4] Notification of child 
maltreatment 
81 1 
63 (77.8) 12 (14.8) 
4 (4.9) 2 (2.5) 0.744 
Sum: 75 (92.6) 
8. Knowledge of ethical, justified and safe practice 
[V8.1] Professional codes of ethics 82 0 
72 (87.8) 6 (7.3) 
2 (2.4) 2 (2.4) 0.875 
Sum: 78 (95.1) 





67 (81.7) 11 (13.4) 2 (2.4) 2 (2.4) 0.874 
Sum: 78 (95.1) 
[V8.3] Ethical decision making 82 0 
63 (76.8) 16 (19.5) 
1 (1.2) 2 (2.4) 0.904 
Sum: 79 (96.3) 
[V8.4] Professional misconduct 81 1 
67 (82.7) 9 (11.1) 
2 (2.5) 3 (3.7) 0.760 
Sum: 76 (93.8) 
[V8.5] Disclosure of confidential 
patient information 
80 2 
63 (78.8) 10 (12.5) 
2 (2.5) 5 (6.2) 0.660 
Sum: 73 (91.3) 
[V8.6] Consent for all interventions 
and/or treatment 
82 0 
64 (78.0) 11 (13.4) 
3 (3.7) 4 (4.9) 0.725 
Sum: 75 (91.4) 
[V8.7] Concept of dual loyalty 80 2 
51 (63.8) 23 (28.8) 
4 (5.0) 2 (2.5) 0.785 
Sum: 74 (92.6) 
[V8.8] Consent from children and 
families for any interventions or 
treatment or participation in 
research activities 
80 2 
49 (61.2) 25 (31.2) 
6 (7.5) 0 0.791 
Sum: 74 (92.4) 
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Knowledge domain 1: Professional and ethical practice 
Factor with related items 




















































































9. Knowledge to advocate for children and families 
[V9.1] Responds to discussion 
papers and/or calls for comment/ 
proposed legislation and health care 
changes pertaining to child health 
80 2 
40 (50.0) 28 (35) 
9 (11.2) 3 (3.8) 0.765 
Sum: 68 (85.0) 
[V9.2] Advocates child rights 80 2 
63 (78.8) 12 (15.0) 
1 (1.2) 4 (5.0) 0.815 
Sum: 75 (93.8) 
[V9.3] Support child and family to 
advocate changes 80 2 
38 (47.5) 37 (46.2) 
2 (2.5) 3 (3.8) 0.765 
Sum: 75 (93.7) 
* All entries are frequencies in percentage (%) 
 
 
4.4.2 Skill domain 1: Professional and ethical practice  [V36.1-V38.3] 
 
Professional and ethical practice was the first skill domain and consisted of 
three factors, namely: 
o Skill to function in accordance with Acts, regulations, policies and 
standards [V36.1-V36.3] 
o Skill to conduct ethical, justified and safe practice [V37.1-V37.8] 
o Skill to advocate for children and families [V38.1-V38.3] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as reflected in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
three factors is provided followed by a summary of the statistical data in table 
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4.4.2.1 Skill to function in accordance with Acts, regulations, policies 
and standards [V36.1-V36.3] 
 
Factor 36 reflected the skill to function in accordance with Acts, regulations, 
policies and standards [V36.1-V36.3]. The factor consisted of three items. The 
sum totals of items [V36.1] to [V36.3] were 85% and above, indicating that all 
these items should be included in the programme for Child Nursing Science 
(view Table 4.3). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V36.1] to [V36.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.2.2 Skill to conduct ethical, justified and safe practice [V37.1-V37.8] 
 
Factor 37 reflected the skill to conduct ethical, justified and safe practice 
[V37.1-V37.8]. The factor consisted of eight items. The sum totals of items 
[V37.1] to [V37.8] were 85% and above, indicating that all these items should 
be included in the programme for Child Nursing Science (view Table 4.3). No 
red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V37.1] to [V37.8] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.2.3 Skill to advocate for the child and the family [V38.1-V38.3] 
 
Factor 38 reflected skill to advocate for children and families [V31.1-V38.3]. 
The factor consisted of three items. The sum totals of items [V38.1] to [V38.2] 
were 85% and above, indicating that both these items should be included in 
the programme for Child Nursing Science (view Table 4.3). 
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A red flag              was identified for item [V38.3]. The sum of this item was 
less than 85%, indicating that this item should not be included in the 
programme for Child Nursing Science (view Table 4.3). 
 
The Cronbach Alpha values for items [V38.1] to [V38.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
The results of each of the factors and related items are reflected in Table 4.3. 
 
Table 4.3: Skill domain 1: Professional and ethical practice 
Skill domain 1: Professional and ethical practice 
Factor with related items 


















































































36. Skill to function in accordance with Acts, regulations, policies and standards 
[V36.1] Application of national 
legislation, e.g. the Children’s Bill, 
declaration of child rights 
80 2 
64 (80.0) 13 (16.2) 
2 (2.5) 1 (1.2) 0.834 
Sum: 77 (96.2) 
[V36.2] Correct method of notification 
of child maltreatment 
80 2 
63 (78.8) 14 (17.5) 
2 (2.5) 1 (1.2) 0.821 
Sum: 77 (96.3) 
[V36.3] Method to disclose or for 
disclosure of confidentional information 
80 2 
65 (81.2) 13 (16.2) 
0 2 (2.5) 0.825 
Sum: 78 (97.4) 
37. Skill to conduct ethical, justified and safe practice 
[37.1] Demonstrates skill and 
compliance with relevant professional 
codes of ethics 
80 2 
62 (77.5) 15 (18.8) 
0 3 (3.8) 0.840 
Sum: 77 (96.3) 
[V37.2] Identifies ethical issues 80 2 
58 (72.5) 20 (25.0) 
1 (1.2) 1 (1.2) 0.859 
Sum: 78 (97.5) 
[V37.3] Engages in ethical decision 
making 80 2 
56 (70.0) 21 (26.2) 
2 (2.5) 1 (1.20) 0.872 
Sum: 77 (96.2) 
[V37.4] Maintains objectivity when 
confronted with differing values and 
beliefs 
80 2 
54 (67.5) 21 (26.2) 
3 (3.8) 2 (2.5) 0.869 
Sum: 75 (93.7) 
[V37 5] Handling of complaints 80 2 
55 (68.8) 22 (27.5) 
2 (2.5) 1 (1.2) 0.867 
Sum: 77 (96.3) 
[V37.6] Documentation 80 2 
62 (77.5) 16 (20.0) 
0 2 (2.5) 0.831 
Sum: 78 (97.5) 
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Skill domain 1: Professional and ethical practice 
Factor with related items 



















































































[V37.7] Use of health care records and 
other relevant information before 
commencing nursing care 
80 2 
52 (65.0) 24 (30.0) 
2 (2.5) 2 (2.5) 0.801 
Sum: 76 (95.0) 
[V37.8] Handling of unsafe 
practices/professional misconduct 
80 2 
58 (72.5) 20 (25.0) 
0 2 (2.5) 0.871 
Sum: 78 (97.5) 
38. Skill to advocate for children and families 
[V38.1] Responds to calls for and 
health care changes pertaining to child 
health 
81 1 
48 (59.3) 29 (35.8) 
3 (3.7) 1 (1.2) 0.863 
Sum: 77 (95.1) 
[V38.2] Implements relevant policies 
in child nursing practice 81 1 
50 (61.7) 27 (33.3) 
1 (1.2) 3 (3.7) 0.757 
Sum: 77 (95.0) 
[V38.3] Participates in committees 
within or outside health service level 81 1 
42 (51.9) 22 (27.2) 
15 (18.5) 2 (2.5) 0.727 
 Sum: 64 (79.1) 
* All entries are frequencies in percentage (%) 
 
 
 Discussion of findings  
 
Table 4.2 reflects the knowledge of professional and ethical practice in 
domain 1. This domain consisted of three factors [V7] to [V9] and related 
items. No red flag was identified for any of the items. All the sums of the 
frequencies in this domain were 85% and above. 
 
Table 4.3 reflects the skill of professional and ethical practice in domain 
1. This domain consisted of three factors [V36] to [V38] and related items. All 
the sums for the frequencies of the items in this domain were 85% and above, 
except for item [V38.3] for which a red flag             was identified. The sum of 
79.1% respondents regarded the skill to participate in committees within or 
outside health service level to advocate for children and families as “Very 
important”. This could be related to the fact that the respondents were 
practicing in health care facilities as professional nurses with minimal 
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exposure or opportunity to advocate for children and families outside the 
clinical facility through, for example, serving on committees. No red flags were 
identified for Cronbach’s Alpha values, implying that the values were higher 
than 0.6, thus there was good internal consistency and reliability between the 
items.  
 
 Literature control 
 
The following literature discussion underpins the importance of professional 
and ethical knowledge and skill in child nursing practice and delineating the 




Hendrick (2010:1) explains that nurse practitioners should not only have 
knowledge about the law, but also how the law regulates the standard of care 
to ensure that children receive adequate health care. According to Hendrick 
(2010:2), nurses should also master the skill to deliver morally justified nursing 
care to children. 
 
In the view of Borhani, Alhani, Mohammadi and Abbaszadeh (2010:2), it is the 
responsibility of nurse educators to ensure that professional-ethical content is 
taught to students to enhance their ability to manage the ethical milieu of the 
clinical environment.  
 
Aroskar, Moldow and Good (2004:266) identified in their study that changes in 
national health policies and legislation influenced institutional policies and 
reflected negatively on patient care, nursing practices and ethical obligations 
to patients. Aroskar et al (2004:274) confirmed that one of the key information 
points of the participants in this study was that nurse educators were obligated 
to become assertive, knowledgeable and develop expertise to voice input in 
professional and ethical issues during public policy decision making. 
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In their study, Doane, Pauly, Brown and McPherson (2004:246) describe how 
nurses, who worked in the direct care milieu, reported role structures, such as 
policies and code of ethics, important to outline their ethical practice to act as 
moral agents. 
 
The red flag           for [V38.3] refers to the skill of child nurse practitioners to 
advocate for children and families through participation in committees within 
or outside of the hospital. Literature provides evidence that it is perceived that 
the child nurse practitioner plays a prominent and leading role in the 
community (Potts & Mandleco 2002:20; Waterston 2002:586). This infers that 
they have the skill to contribute to the professional child nursing practice 
through advocacy. 
 
Uniquely South African 
 
The scope of professional practice reflects the responsibilities and 
accountabilities of the nurse practitioner in professional and ethical practice 
(Jooste 2010:52). Aspects in the scope which support this domain include 
practice-related laws, regulations, standards, acts and omissions, an ethical-
justified practice approach, protection of the rights of the child, and 
accountability and responsibility for safe child nursing practice (SANC 
2004:31-32).  
 
4.4.3 Knowledge domain 2: Clinical practice [V10.1-V23.1] 
 
Clinical practice was the second knowledge domain and consisted of 14 
factors, namely: 
o Knowledge of contemporary aspects of child nursing [V10.1-V10.6] 
o Knowledge of team coordination [V11.1-V11.5] 
o Knowledge of effective interdisciplinary team participation [V12.1-V12.3] 
o Knowledge to negotiate adequate resources [V13.1-V13.4] 
o Knowledge of care provided [V14.1-V14.3] 
o Knowledge of family-centred care [V15.1-V15.6] 
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o Knowledge of effective communication with the child and the family [V16.1-
V16.3] 
o Knowledge of negotiated partnership with the child and the family [V17.1-
V17.3] 
o Knowledge of developmental patterns [V18.1-V18.13] 
o Knowledge of specific disorders and problems [V19.1-V19.40] 
o Knowledge of counselling and therapeutic relationships [V20.1-V20.5] 
o Knowledge of complementary and traditional child nursing care practices 
[V21.1-V21.3] 
o Knowledge of the development of support groups [V22.1] 
o Knowledge of appropriate referral [V23.1] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as reflected in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
fourteen factors is provided, followed by a summary of the statistical data in 
table format. The findings of the 14 factors are discussed as it relates to the 
current literature. A table guides the analysis, indicating the findings. 
 
4.4.3.1 Knowledge of contemporary aspects of child nursing [V10.1-
V10.6] 
 
Factor 10 reflected the knowledge of contemporary aspects of child nursing 
[V10.1-V10.6]. The factor consisted of six items. The sum totals of items 
[V10.1] to [V10.6] were 85% and above, indicating that all these items should 
be included in the programme for Child Nursing Science (view Table 4.4). No 
red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V10.1] to [V10.6] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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4.4.3.2 Knowledge of team coordination [V11.1-V11.5] 
 
Factor 11 reflected the knowledge of team coordination [V11.1-V11.5]. The 
factor consisted of five items. The sum totals of items [V11.1] to [V11.5] were 
85% and above, indicating that all these items should be included in the 
programme for Child Nursing Science (see Table 4.4). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V11.1] to [V11.5] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.3 Knowledge of effective interdisciplinary team participation 
[V12.1-V12.3] 
 
Factor 12 reflected the knowledge of effective interdisciplinary team 
participation [V12.1-V12.3]. The factor consisted of three items. The sum 
totals of items [V12.1] to [V12.3] were 85% and above, indicating that all these 
items should be included in the programme for Child Nursing Science (view 
Table 4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V12.1] to [V12.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.4 Knowledge to negotiate adequate resources [V13.1-V13.4] 
 
Factor 13 reflected the knowledge to negotiate adequate resources [V13.1-
V13.4]. The factor consisted of four items. The sum totals of items [V13.1] to 
[V13.4] were 85% and above, indicating that all these items should be 
included in the programme for Child Nursing Science (view Table 4.4). No red 
flags were identified for this factor. 
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The Cronbach Alpha values for items [V13.1] to [V13.4] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.5 Knowledge of care provided [V14.1-V14.3] 
 
Factor 14 reflected the knowledge of care provided [V14.1-V14.3]. The factor 
consisted of three items. The sum totals of items [V14.1] to [V14.3] were 85% 
and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.4). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V14.1] to [V14.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.6 Knowledge of family-centred care [V15.1-V15.6] 
 
Factor 15 reflected the knowledge of family-centred care [V15.1-V15.6]. The 
factor consisted of six items. The sum totals of items [V15.1] and [V15.3] to 
[V15.6] were 85% and above, indicating that all these items should be 
included in the programme for Child Nursing Science (view Table 4.4). 
 
A red flag             was identified for item [V15.2]: Family structure. The sum of 
this item was 84.0%, indicating that this item should not be included in 
programme for Child Nursing Science (view Table 4.4). 
 
The Cronbach Alpha values for items [V15.1] to [V15.6] were all above 0.6, 
which indicates a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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4.4.3.7 Knowledge of effective communication with the child and the 
family [V16.1-V16.3] 
 
Factor 16 reflected the knowledge of effective communication [V16.1-V16.3]. 
The factor consisted of three items. The sum totals of items [V16.1] to [V16.3] 
were 85% and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.4). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V16.1] to [V16.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.8 Knowledge of negotiated partnership with the child and the 
family [V17.1-V17.3] 
 
Factor 17 reflected the knowledge of negotiated partnership with the child and 
the family [V17.1-V17.3]. The factor consisted of three items. The sum totals 
of items [V17.1] to [V17.3] were 85% and above, indicating that all these items 
should be included in the programme for Child Nursing Science (view Table 
4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V17.1] to [V17.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.9 Knowledge of developmental patterns [V18.1-V18.13] 
 
Factor 18 reflected the knowledge of developmental patterns [V18.1-V18.13]. 
The factor consisted of 13 items. The sum totals of items [V18.2], [V18.4] to 
[V18.11] and [V18.13] were 85% and above, indicating that all these items 
should be included in the programme for Child Nursing Science (view Table 
4.4). 
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A red flag           was identified for items [V18.1]; [18.3] and [V18.12]. The 
sum totals of these items were below 85.0%, indicating that the items should 
not be included in the programme for Child Nursing Science (view Table 4.4). 
  
The Cronbach Alpha values for items [V18.1] to [V18.4] and [V18.6] to 
[V18.13] were all above 0.6, which indicated a good internal consistency 
between the items and was regarded as satisfactory for all the variables. 
 
A red flag             was identified for the Cronbach Alpha value for item 
[V18.5]. The value for item [V18.5] was less than 0.6, which indicated that this 
item lacked internal consistency and did not measure the same latent quality 
of the factor as the rest of the items (view Table 4.4). 
 
4.4.3.10 Knowledge of specific disorders and problems [V19.1-V19.40] 
 
Factor 19 reflected the knowledge of specific disorders. The factor consisted 
of 40 items. In order to present the research results, discussion and analysis 
for factors [V19.1] to [V19.40] in a meaningful manner, the presentation is 
guided by the colours and the headings of the factors as depicted in the 
structured, self reported questionnaire (view Annexure B.2). 
 
The sum of item [V19.1] was 85% and above, indicating this item should be 
included in the programme for Child Nursing Science (view Table 4.4). No red 
flag was identified for this factor. 
 
The Cronbach Alpha value for item [V19.1] was above 0.6, which indicated a 
good internal consistency for this item and was regarded as satisfactory for all 
the variables. 
 
 Specific neonatal disorders [V19.2-V19.4] 
 
Knowledge of specific neonatal disorders consisted of three items [V19.2] to 
[V19.4]. The sum totals of items [V19.2] to [V19.4] were 85% and above, 
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indicating that all these items should be included in the programme for Child 
Nursing Science (view Table 4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V19.2] to [V19.4] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Cardiovascular disorders [V19.5-V19.7] 
 
Knowledge of specific cardiovascular disorders consisted of three items 
[V19.5] to [V19.7]. The sum totals of items [V19.5] to [V19.7] were 85% and 
above, indicating that all these items should be included in the programme for 
Child Nursing Science (view Table 4.4). No red flags were identified for this 
factor. 
 
The Cronbach Alpha values for items [V19.5] to [V19.7] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Respiratory disorders [V19.8-V19.10] 
 
Knowledge of specific respiratory disorders consisted of three items [V19.8] to 
[V19.10]. The sum totals of items [V19.8] to [V19.10] were 85% and above, 
indicating that all these items should be included in the programme for Child 
Nursing Science (view Table 4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V19.8] to [V19.10] were all above 0.6, 
which indicated a good internal consistency between the items and was 
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 Neurological disorders [V19.11-V19.13] 
 
Knowledge of specific neurological disorders consisted of three items [V19.11] 
to [V19.13]. The sum totals of items [V19.11] to [V19.13] were 85% and 
above, indicating that all these items should be included in the programme for 
Child Nursing Science (view Table 4.4). No red flags were identified for this 
factor. 
 
The Cronbach Alpha values for items [V19.11] to [V19.13] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Endocrine disorders [V19.14-V19.18] 
 
Knowledge of specific endocrine disorders consisted of five items [V19.14] to 
[V19.18]. The sum totals of items [V19.14] to [V19.18] were 85% and above, 
indicating that all these items should be included in the programme for Child 
Nursing Science (view Table 4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V19.14] to [V19.18] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Gastrointestinal disorders [V19.19-V19.23] 
 
Knowledge of specific gastrointestinal disorders consisted of five items 
[V19.19] to [V19.23]. The sum totals of items [V19.19] to [V19.23] were 85% 
and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.4). No red flags were 
identified for this factor. 
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The Cronbach Alpha values for items [V19.19] to [V19.23] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Renal disorders [V19.24-V19.25] 
 
Knowledge of specific renal disorders consisted of two items [V19.24] and 
[V19.25]. The sum totals of items [V19.24] and [V19.25] were 85% and above, 
indicating that both items should be included in the programme for Child 
Nursing Science (view Table 4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V19.24] and [V19.25] were both above 
0.6, which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Musculoskeletal disorders [V19.26-V19.27] 
 
Knowledge of specific musculoskeletal disorders consisted of two items 
[V19.26] and [V19.27]. The sum totals of items [V19.26] and [V19.27] were 
85% and above, indicating that both these items should be included in the 
programme for Child Nursing Science (view Table 4.4). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V19.26] and [V19.27] were both above 
0.6, which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Haematological disorders [V19.28-V19.30] 
 
Knowledge of specific haematological disorders consisted of three items 
[V19.28] to [V19.30]. The sum totals of items [V19.28] to [V19.30] were 85% 
and above, indicating that all these items should be included in the 
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programme for Child Nursing Science (view Table 4.4). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V19.28] to [V19.30] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
 Infections [V19.31] 
 
Knowledge of specific infectious conditions consisted of one item [V19.31]. 
The sum total of this item [V19.31] was 85% and above, indicating that this 
item should be included in the programme for Child Nursing Science (view 
Table 4.4). No red flags were identified for this factor. 
 
The Cronbach Alpha value for item [V19.31] was above 0.6, which indicated a 
good internal consistency and was regarded as satisfactory for the variable. 
 
 Accidents and emergencies [V19.32-V19.34] 
 
Knowledge of specific accidents and emergencies consisted of three items 
[V19.32] to [V19.34]. The sum totals of items [V19.32] to [V19.34] were 85% 
and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.4). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V19.32] to [V19.34] were all above 0.6, 
which indicated a good internal consistency between the items and was 
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 Miscellaneous disorders and problems [V19.35-V19.40] 
 
Knowledge of specific miscellaneous conditions and problems consisted of six 
items. The sum totals of items [V19.35] to [V19.38] were 85% and above, 
indicating that all these items should be included in the programme for Child 
Nursing Science (view Table 4.4). 
 
Red flags            were identified for items [V19.39] and [V19.40]. The sum 
totals of these items were below 85.0%, indicating that these items should not 
be included in programme for Child Nursing Science (view Table 4.4). 
 
The Cronbach Alpha values for items [V19.35] to [V19.38] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
Red flags           were identified for the Cronbach Alpha values for items 
[V19.39] and [V19.40]. The values for items [V19.39] and [V19.40] were less 
than 0.6, which indicated that these items lacked internal consistency and did 
not measure the same latent quality of the factor as the rest of the items. 
 
4.4.3.11 Knowledge of counselling and therapeutic relationships 
[V20.1-V20.5] 
 
Factor 20 reflected the knowledge of counselling and therapeutic relations 
[V20.1-V20.5]. The factor consisted of five items. The sum totals of items 
[V20.1] to [V20.5] were 85% and above, indicating that all these items should 
be included in the programme for Child Nursing Science (view Table 4.4). No 
red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V20.1] to [V20.5] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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4.4.3.12 Knowledge of complementary and traditional child 
 nursing care practices [V21.1-V21.3] 
 
Factor 21 reflected the knowledge of complementary and traditional child 
nursing care practices [V21.1-V21.3]. The factor consisted of three items. Red 
flags            were identified for all three the items. The sum totals of items 
[V21.1] to [V21.3] were less than 85%, indicating that none of these items 
should be included in the programme for Child Nursing Science (view Table 
4.4). 
 
The Cronbach Alpha values for items [V21.1] to [V21.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.3.13 Knowledge of development of support groups [V22.1] 
 
Factor 22 reflected the knowledge of development of support groups [V22.1]. 
The factor consisted of one item. The sum total of this item [V22.1] was 85% 
and above, indicating that this item should be included in the programme for 
Child Nursing Science (view Table 4.4). No red flags were identified for this 
factor. 
 
The Cronbach Alpha value for item [V22.1] was above 0.6, which indicated a 
good internal consistency and was regarded as satisfactory for the variable. 
 
4.4.3.14 Knowledge of appropriate referral [V23.1] 
 
Factor 23 reflected the knowledge of appropriate referral [V23.1]. The factor 
consisted of one item. The sum total of this item [V23.1] was 85% and above, 
indicating that this item should be included in the programme for Child Nursing 
Science (view Table 4.4). No red flags were identified for this factor. 
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The Cronbach Alpha value for item [V23.1] was above 0.6, which indicated a 
good internal consistency and was regarded as satisfactory for the variable. 
 
The results of each of the factors and related items are described above are 
reflected in Table 4.4. 
 
Table 4.4: Knowledge domain 2: Clinical practice 
Knowledge domain 2: Clinical practice 






















































































10. Knowledge of contemporary aspects of child nursing 
[V10.1] Perspectives on child health and 
child nursing practice 
82 0 
58 (70.7) 20 (24.4) 
0 4 (4.9) 0.741 
Sum: 78 (95.1) 
[V10.2] Role of the child nurse 
practitioner 
81 1 
61 (75.3) 15 (18.5) 
4 (4.9) 1 (1.2) 0.777 
Sum: 76 (93.8) 
[V10.3] Factors and tendencies that 
influence child health 
82 0 
59 (72) 15 (18.3) 
6 (7.3) 2 (2.4) 0.761 
Sum: 74 (90.3) 
[V10.4] Paediatric health care systems 81 1 
54 (66.7) 20 (24.7) 
5 (6.2) 2 (2.5) 0.754 
Sum: 74 (91.4) 
[V10.5] Integrated management of 
childhood illnesses (IMCI) 80 2 
49 (61.2) 23 (28.8) 
7 (8.8) 1 (1.2) 0.674 
Sum: 72 (90.0) 
[V10.6] Cutting edge issues in child 
nursing practice 81 1 
46 (56.8) 29 (35.8) 
4 (4.9) 2 (2.5) 0.775 
Sum: 75 (92.6) 
11. Knowledge of team coordination 
[V11.1] Appropriate delegation 81 1 
60 (74.1) 18 (22.2) 
1 (1.2) 2 (2.5) 0.866 
Sum: 78 (96.3) 
[V11.2] Acuity levels 81 1 
54 (66.7) 23 (28.4) 
2 (2.5) 2 (2.5) 0.820 
Sum: 77 (95.1) 
[V11.3] Team building 81 1 
50 (61.7) 25 (30.9) 
4 (4.9) 2 (2.5) 0.805 
Sum: 75 (92.6) 
[V11.4] Empowerment techniques 81 1 
47 (58.0) 31 (38.3) 
1 (1.2) 2 (2.5) 0.867 
Sum: 78 (96.3) 
[V11.5] Formal and informal 
communication channels 81 1 
51 (63.0) 25 (30.9) 
2 (2.5) 3 (3.7) 0.842 
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Knowledge domain 2: Clinical practice 






















































































12. Knowledge of effective interdisciplinary team participation 
[V12.1] Consultation process 80 2 
49 (61.2) 24 (30.0) 
4 (5.0) 3 (3.8) 0.845 
Sum: 73 (91.2) 
[V12.2] Interdisciplinary team 
membership and team functioning 80 2 
54 (67.5) 20 (25.0) 
3 (3.8) 3 (3.8) 0.922 
Sum: 74 (92.5) 
[V12.3] Group organising, leading and 
participation 80 2 
46 (58.2) 22 (27.8) 
7 (8.9) 4 (5.1) 0.844 
Sum: 68 (86.0) 
13. Knowledge to negotiate adequate resources 
[V13.1] Liaison for adequate resources 81 1 
52 (64.2) 24 (29.6) 
2 (2.5) 3 (3.7) 0.838 
Sum: 76 (93.8) 
[V13.2] Environmental resources 
management 
81 1 
42 (51.9) 30 (37.0) 
7 (8.6) 2 (2.5) 0.868 
Sum: 72 (88.9) 
[V13.3] Work load management 81 1 
58 (71.6) 20 (24.7) 
0 3 (3.7) 0.755 
Sum: 78 (96.3) 
[V13.4] Financial management 81 1 
39 (48.1) 33 (40.7) 
5 (6.2) 4 (4.9) 0.730 
Sum: 72 (88.8) 
14. Knowledge of care provided 
[V14.1] Principles of the nursing 
process 
82 0 
58 (70.7) 20 (24.4) 
2 (2.4) 2 (2.4) 0.824 
Sum: 78 (95.1) 
[V14.2] Individualising of nursing care 82 0 
64 (78.0) 14 (17.1) 
1 (1.2) 3 (3.7) 0.793 
Sum: 78 (95.1) 
[V14 3] Early discharge planning 
programmes 81 1 
50 (61.7) 25 (30.9) 
4 (4.9) 2 (2.5) 0.638 
Sum: 75 (92.6) 
15. Knowledge of family-centred care 
[V15.1] Theory of family-centred care 81 1 
36 (44.4) 39 (48.1) 
5 (6.2) 1 (1.2) 0.829 
Sum: 75 (92.5) 
[V15.2] Family structure 81 1 
40 (49.4) 28 (34.6) 
12 (14.8) 1 (1.2) 0.760 
Sum: 68 (84.0) 
[V15.3] Parental roles 81 1 
46 (56.8) 30 (37.0) 
4 (4.9) 1 (1.2) 0.744 
Sum: 76 (93.8) 
[V15.4] Child rearing practices 81 1 
39 (48.1) 31 (38.3) 
10 (12.3) 1 (1.2) 0.778 
Sum: 70 (86.4) 
[V15.5] Families in cultural diverse 
communities 81 1 
38 (46.9) 32 (39.5) 
10 (12.3) 1 (1.2) 0.740 
Sum: 70 (86.4) 
[V15.6] Impact of illness on the child 
and family 82 0 
55 (67.1) 22 (26.8) 
4 (4.9) 1 (1.2) 0.790 
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Knowledge domain 2: Clinical practice 






















































































16. Knowledge of effective communication with the child and the family 
[V16.1] Age and development 
appropriate techniques and strategies 
80 2 
52 (65.0) 20 (25.0) 
6 (7.5) 2 (2.5) 0.889 
Sum: 72 (90.0) 
[V16.2] Recognising of emotions and 
needs through behavioural responses 80 2 
51 (63.8) 23 (28.8) 
4 (5.0) 2 (2.5) 0.909 
Sum: 74 (92.6) 
[V16.3] Opportunities to express 
feelings and voice concerns 80 2 
48 (60.0) 25 (31.2) 
5 (6.2) 2 (2.5) 0.840 
Sum: 73 (91.2) 
17. Knowledge of negotiated partnership with the child and the family 
[V17.1] Principles of negotiated 
partnership relationships in child nursing 
80 2 
41 (51.2) 27 (33.8) 
9 (11.2) 3 (3.8) 0.862 
Sum: 68 (85.0) 
[V17.2] Decision making process 80 2 
50 (62.5) 23 (28.8) 
5 (6.2) 2 (2.5) 0.857 
Sum: 73 (91.3) 
[V17.3] Different care roles in child 
nursing 
80 2 
46 (57.5) 26 (32.5) 
6 (7.5) 2 (2.5) 0.855 
Sum: 72 (90.0) 
18. Knowledge of developmental patterns 
[V18.1] Embryology 78 4 
37 (47.4) 27 (34.6) 
12 (15.4) 2 (2.6) 0.607 
Sum: 64 (82.0) 
[V18.2] Genetic inheritance patterns 81 1 
40 (49.4) 31 (38.3) 
8 (9.9) 2 (2.5) 0.739 
Sum: 71 (87.7) 
[V18.3] Teratogens 78 4 
35 (44.9) 31 (39.7) 
10 (12.8) 2 (2.6) 0.670 
Sum: 66 (84.6) 
[V18.4] Concepts of growth and 
development 82 0 
54 (65.9) 24 (29.3) 
1 (1.2) 3 (3.7) 0.777 
Sum: 78 (95.2) 
[V18.5] Normal neonate 77 5 
51 (66.2) 16 (20.8) 
7 (9.1) 3 (3.9)  
0.560 Sum: 67 (87.0) 
[V18.6] Specific health needs and 
health promotion during infancy 
82 0 
52 (63.4) 25 (30.6) 
2 (2.4) 3 (3.7) 0.789 
Sum: 77 (94.0) 
[V18.7] Specific needs and health 
promotion during toddlerhood 82 0 
45 (54.9) 32 (39.0) 
3 (3.7) 2 (2.4) 0.810 
Sum: 77 (93.9) 
[V18.8] Specific needs and health 
promotion during the school years 
81 1 
46 (56.8) 27 (33.3) 
5 (6.2) 3 (3.7) 0.763 
Sum: 73 (90.1) 
[V18.9] Specific needs and health 
promotion during adolescence 81 1 
42 (51.9) 27 (33.3) 
7 (8.6) 5 (6.2) 0.661 
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Knowledge domain 2: Clinical practice 






















































































[V18.10] Environmental safety within 
the developmental context 
82 0 
63 (76.8) 14 (17.1) 
2 (2.4) 3 (3.7) 0.732 
Sum: 77 (93.3) 
[V18.11] Self care activities 80 2 
34 (42.5) 34 (42.5) 
10 (12.5) 2 (2.5) 0.760 
Sum: 68 (85.0) 
[V18.12] Specific play activities 81 1 
27 (33.3) 39 (48.1) 
12 (14.8) 3 (3.7) 0.684 
Sum: 66 (81.4) 
[V18.13] The child with special needs 
(e.g. deafness, blindness, long-term 
technological dependent child) 
81 1 
62 (76.5) 13 (16.0) 
2 (2.5) 4 (4.9) 0.738 
Sum: 75 (92.5) 
19. Knowledge of specific disorders or problems 
[V19.1] Apply anatomy and physiology 
to all body systems 
81 1 
54 (66.7) 21 (25.9) 
3 (3.7) 3 (3.7) 0.763 
Sum: 75 (92.6) 
Specific neonatal disorders 
[V19.2] High risk neonate (e.g. birth 
injuries, prematurity) 81 1 
64 (79.0) 11 (13.6) 
4 (4.9) 2 (2.5) 0.852 
Sum: 75 (92.6) 
[V19.3] Neonate with special needs 
(e.g. hyperbilirubinemia, metabolic 
imbalances) 
81 1 
62 (76.5) 13 (16.0) 
4 (4.9) 2 (2.5) 0.877 
Sum: 75 (92.5) 
[V19.4] Neonate with defects in 
physical development (e.g. neural tube 
defects, hernias) 
81 1 
59 (72.8) 16 (19.8) 
4 (4.9) 2 (2.5) 0.866 
Sum: 75 (92.6) 
Cardiovascular disorders 
[V19.5] Congenital cardiac defects 81 1 
64 (79.0) 13 (16.0) 
0 4 (4.9) 0.788 
Sum: 77 (95.0) 
[V19.6] Acquired cardiac disorders 81 1 
57 (70.4) 20 (24.7) 
0 4 (4.9) 0.817 
Sum: 77 (95.1) 
[V19.7] Shock and shock syndromes 81 1 
63 (77.8) 13 (16.0) 
2 (2.5) 3 (3.7) 0.719 
Sum: 76 (93.8) 
Respiratory disorders 
[V19.8] Respiratory disorders of the 
lower airways (e.g. pneumonia, 
bronchitis) 
81 1 
65 (80.2) 13 (16.0) 
0 3 (3.7) 0.826 
Sum: 78 (96.2) 
[V19.9] Chronic respiratory problems 
(e.g. asthma, cystic fibrosis) 81 1 
60 (74.1) 17 (21.0) 
1 (1.2) 3 (3.7) 0.757 
Sum: 77 (95.1) 
[V19.10] Croup syndromes (e.g. 
laryngotracheobronchitis, epiglotitis) 
81 1 
60 (74.1) 14 (17.3) 
4 (4.9) 3 (3.7) 0.799 
Sum: 74 (91.4) 
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[V19.11] Epilepsy and seizures 81 1 
65 (80.2) 12 (14.8) 
1 (1.2) 3 (3.7) 0.808 
Sum: 77 (95.0) 
[V19.12] Intracranial infections (e.g. 
meningitis, brain abscess) 81 1 
63 (77.8) 14 (17.3) 
1 (1.2) 3 (3.7) 0.816 
Sum: 77 (95.1) 
[V19.13] Neuromuscular problems (e.g. 
Guillain-Barré syndrome, cerebral palsy) 
81 1 
50 (61.7) 23 (28.4) 
5 (6.2) 3 (3.7) 0.775 
Sum: 73 (90.1) 
Endocrine disorders 
[V19.14] Diabetes insipidus 81 1 
52 (64.2) 21 (25.9) 
4 (4.9) 4 (4.9) 0.796 
Sum: 73 (90.1) 
[V19.15] Diabetes mellitus 81 1 
64 (79.0) 13 (16.0) 
1 (1.2) 3 (3.7) 0.782 
Sum: 77 (95.0) 
[V19.16] Cushing’s syndrome 80 2 
43 (53.8) 29 (36.2) 
5 (6.2) 3 (3.8) 0.770 
Sum: 72 (90.0) 
[V19.17] Hypothyroidism 81 1 
46 (56.1) 26 (32.1) 
5 (6.2) 4 (4.9) 0.862 
Sum: 72 (88.2) 
[V19.18] Addison’s disease 81 1 
41 (50.6) 30 (37.0) 
6 (7.4) 4 (4.9) 0.841 
Sum: 71 (87.6) 
Gastrointestinal disorders 
[V19.19] Disorders caused by 
disturbance in fluid and/or electrolyte 
(e.g. gastroenteritis, dehydration) 
81 1 
66 (81.5) 11 (13.6) 
1 (1.2) 3 (3.7) 0.877 
Sum: 77 (95.1) 
[V19.20] Specific gastrointestinal 
disorders (e.g. Hirschsprung’s disease, 
inflammatory bowel disease) 
81 1 
55 (67.9) 18 (22.2) 
4 (4.9) 4 (4.9) 0.791 
Sum: 73 (90.1) 
[V19.21] Malnutrition (e.g. 
kwashiorkor, marasmus) 
80 2 
58 (72.5) 17 (21.2) 
1 (1.2) 4 (5.0) 0.822 
Sum: 75 (93.6) 
[V19.22] Enteral and parenteral 
nutritional support 
80 2 
52 (65.0) 22 (27.5) 
3 (3.8) 3 (3.8) 0.735 
Sum: 74 (92.5) 
[V19.23] Hepatitis 81 1 
55 (67.9) 18 (22.2) 
4 (4.9) 4 (4.9) 0.789 
Sum: 73 (90.1) 
Renal disorders 
[V19.24] Urinary tract infection 80 2 
48 (60.0) 28 (35.0) 
1 (1.2) 3 (3.8) 0.850 
Sum: 76 (95.0) 
[V19.25] Renal failure 81 1 
58 (71.6) 19 (23.5) 
0  4 (4.9) 0.811 
Sum: 77 (95.1) 
Musculoskeletal disorders 
[19.26] General orthopaedics (e.g. 
fractures, osteomyelitis, tractions) 
81 1 
46 (56.8) 26 (32.1) 
5 (6.2) 4 (4.9) 0.748 
Sum: 72 (88.9) 
[V19.27] Congenital orthopaedics (e.g. 
hip dislocation, talipes) 
80 2 
45 (56.2) 27 (33.8) 
4 (5.0) 4 (5.0) 0.774 
Sum: 72 (90.0) 
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[V19.28] Anaemia (e.g. iron deficiency, 
haemolytic) 
81 1 
57 (70.4) 19 (23.5) 
2 (2.5) 3 (3.7) 0.841 
Sum: (93.9) 
[V19.29] Bleeding disorders (e.g. 
haemophilia, β-Thalassemia) 81 1 
60 (74.1) 15 (18.5) 
2 (2.5) 4 (4.9) 0.825 
Sum: (92.6) 
[V19.30] Childhood cancer (e.g. 
leukaemia, lymphoma) 
81 1 
52 (64.2) 22 (27.2) 
4 (4.9) 3 (3.7) 0.823 
Sum: (91.4) 
Infections 
[V19.31] Infectious diseases (e.g. 
measles, HIV/AIDS ) 81 1 
50 (61.7) 23 (28.4) 
2 (2.5) 6 (7.4) 0.751 
Sum: 73 (90.1) 
Accidents and emergencies 
[V19.32] Head injuries 81 1 
59 (72.8) 17 (21.0) 
1 (1.2) 4 (4.9) 0.876 
Sum: 76 (93.8) 
[V19.33] Violence and child health 80 2 
52 (65.0) 23 (28.8) 
2 (2.5) 3 (3.8) 0.740 
Sum: 75 (93.8) 
[V19.34] Life-threatening incidents 
(e.g. near drowning, burns) 81 1 
65 (80.2) 11 (13.6) 
2 (2.5) 3 (3.7) 0.668 
Sum: 76 (93.8) 
Miscellaneous disorders and problems 
[V19.35] General ear, nose and throat 
disorders (e.g. otitis media, epistaxis) 81 1 
47 (58.0) 27 (33.3) 
4 (4.9) 3 (3.7) 0.723 
Sum: 74 (91.3) 
[V19.36] Tonsillitis 80 2 
49 (61.2) 24 (30.0) 
4 (5.0) 3 (3.8) 0.767 
Sum: 73 (91.2) 
[V19.37] Eye disorders and/or problems 
(e.g. strabismus, conjunctivitis) 
81 1 
41 (50.6) 29 (35.8) 
8 (9.9) 3 (3.7) 0.691 
Sum: 70 (86.4) 
[V19.38] Dermatological problems (e.g. 
impetigo, dermatitis) 81 1 
34 (42.0) 38 (46.9) 
6 (7.4) 3 (3.7) 0.766 
Sum: 72 (88.9) 
[V19.39] Adolescent pregnancies 81 1 
26 (32.1) 25 (30.9) 
22 (27.2) 8 (9.9)  
0.466 Sum: 51 (63.0) 
[V19.40] Termination of pregnancies 78 4 
26 (33.3) 23 (29.5) 
21 (26.9) 8 (10.3)  
0.457 Sum: 49 (62.5) 
20. Knowledge of counselling and therapeutic relationships 
[V20.1] Counselling techniques 80 2 
44 (55.0) 27 (33.8) 
7 (8.8) 2 (2.5) 0.811 
Sum: 71 (88.8) 
[V20.2] Participation in resolution 80 2 
40 (50.0) 32 (40.0) 
4 (5.0) 4 (5.0) 0.884 
Sum: 72 (90.0) 
[V20.3] Negotiation techniques for 
working relationships 78 4 
33 (42.3) 35 (44.9) 
8 (10.3) 2 (2.6) 0.868 
Sum: 68 (87.2) 
[V20.4] Collaboration with other health 
professionals 80 2 
42 (52.5) 34 (42.5) 
1 (1.2) 3 (3.8) 0.881 
Sum: 85 (95.0) 
[V20.5] Referring techniques 80 2 
43 (53.8) 30 (37.5) 
4 (5.0) 3 (3.8) 0.876 
Sum: 73 (91.3) 





 - 216 - 
Knowledge domain 2: Clinical practice 






















































































21. Knowledge of complimentary and traditional child nursing care practices  
[V21.1] Integration of traditional and 
therapeutic therapies 80 2 
21 (26.2) 33 (41.2) 
20 (25.0) 6 (7.5) 0.772 
Sum: 54 (67.4) 
[V21.2] Indigenous therapies (e.g. 
herbal therapy) 80 2 
16 (20.0) 41 (51.2) 
19 (23.8) 4 (5.0) 0.819 
Sum: 57 (71.2) 
[V21.3] Complementary therapies (e.g. 
massage, aromatherapy) 79 3 
19 (24.1) 40 (50.6) 
17 (21.5) 3 (3.8) 0.735 
Sum: 59 (74.7) 
22. Knowledge of the development of support groups 
[V22.1] Development of support groups 80 2 
30 (37.5) 40 (50.0) 
7 (8.8) 2 (3.8) 0.744 
Sum: 70 (87.5) 
23. Knowledge of appropriate referral 
[V23.1] Appropriate referral to utilise 
resources adequately 
81 1 
49 (60.5) 27 (33.3) 
2 (2.5) 3 (3.7) 0.886 
Sum: 76 (93.8) 
* All entries are frequencies in percentage (%) 
 
 
4.4.4 Skill domain 2: Clinical practice [V39.1-V51.4] 
 
Clinical practice was the second skill domain and consisted of 13 factors, 
namely: 
o Skill for an integrated system approach [V39.1-V39.69] 
o Skill related to the care of the child [V40.1-V40.4] 
o Skill related to age specific needs and development [V41.1-V41.8] 
o Skill to apply family-centred care [V42.1-V42.6] 
o Skill to apply complementary and traditional nursing care practices [V43.1-
V43.3] 
o Skill of effective communication with the child and the family [V44.1-V44.3] 
o Skill to establish partnerships [V45.1-V45.3] 
o Skill in effective interdisciplinary team participation [V46.1-V46.5] 
o Skill in counselling and therapeutic relationships [V47.1-V47.5] 
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o Skill to enable children and families to participate in practice development 
[V48.1-V48.2] 
o Skill to participate in forums to enhance communication and practice 
development [V49.1-V49.3] 
o Skill in team coordination [V50.1-V50.7] 
o Skill to negotiate adequate resources [V51.1-V51.4] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as reflected in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
13 factors is provided, followed by a summary of the statistical data in table 
format. The findings of the 13 factors are discussed as it relates to current 
literature.  
 
4.4.4.1 Skill for an integrated systems approach [V39.1-V39.69] 
 
Factor 39 reflected skill for an integrated system approach [V39.1-V39.69]. 
The factor consisted of 68 items. The sum totals of items [V39.1] to [V39.68] 
were 85% and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.5). 
 
A red flag             was identified for item [V39.69]. The sum of this item was 
less than 85%, indicating that this item should not be included in programme 
for Child Nursing Science (view Table 4.5). 
 
The Cronbach Alpha values for items [V39.1] to [V39.25]; [V39.27] to 
[V39.39]; [V39.41] to [V39.57]; [V39.59] to [V39.60] and [V39.62] to [V39.67] 
were all above 0.6, which indicated a good internal consistency between the 
items and was regarded as satisfactory for all the variables. 
 
A red flag           was identified for the Cronbach Alpha values for items 
[V39.26]; [V39.40]; [V39.58]; [V39.61] and [V39.68] to [V39.69]. The values for 
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these items were less than 0.6, which indicated that these items lacked 
internal consistency and did not measure the same latent quality of the factor 
as the rest of the items. 
 
4.4.4.2 Skill related to the care of the child [V40.1-V40.4] 
 
Factor 40 reflected the skill related to the care of the child [V40.1-V40.4]. The 
factor consisted of four items. The sum totals of items [V40.1] to [V40.4] were 
85% and above, indicating that these items should be included in the 
programme for Child Nursing Science (view Table 4.5). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V40.1] to [V40.4] were above 0.6, 
which indicated a good internal consistency between these items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.3 Skill related to age specific needs and development [V41.1-V41.8] 
 
Factor 41 reflected the skill related to age specific needs and development 
[V41.1-V41.8]. The factor consisted of eight items. The sum totals of items 
[V41.1] to [V41.6] and [V41.8] were 85% and above, indicating that these 
items should be included in the programme for Child Nursing Science (view 
Table 4.5). 
 
A red flag             was identified for item [V41.7]. The sum of this item [V41.7] 
was less than 85%, indicating that this item should not be included in the 
programme for Child Nursing Science. (view Table 4.5). 
 
The Cronbach Alpha values for items [V41.1] to [V41.8] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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4.4.4.4 Skill to apply family-centred care [V42.1-V42.6] 
 
Factor 42 reflected the skill to apply family-centred care [V42.1-V42.6]. The 
factor consisted of six items. The sum totals of items [V42.1] to [V42.6] were 
85% and above, indicating that these items should be included in the 
programme for Child Nursing Science (view Table 4.5). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V42.1] to [V42.6] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.5 Skill to apply complementary and traditional nursing care 
practices [V43.1-V43.3] 
 
Factor 43 reflected the skill to apply complimentary and traditional child 
nursing care practices [V43.1-V43.3]. The factor consisted of three items. Red 
flags          were identified for all three the items. The sum totals of items 
[V43.1] to [V43.3] were less than 85%, indicating that none of these items 
should be included in the programme for Child Nursing Science (view Table 
4.5). 
 
The Cronbach Alpha values for items [V43.1] to [V43.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.6 Skill of effective communication with the child and the family 
[V44.1-V44.3] 
 
Factor 44 reflected the skill of effective communication with the child and 
family [V44.1-V44.3]. The factor consisted of three items. The sum totals of 
items [V44.1] to [V44.3] were 85% and above, indicating that these items 
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should be included in the programme for Child Nursing Science (view Table 
4.5). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V44.1] to [V44.3] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.7 Skill to establish partnerships [V45.1-V45.3] 
 
Factor 45 reflected the skill to establish partnerships [V45.1-V45.3]. The factor 
consisted of three items. The sum totals of items [V45.1] to [V45.3] were 85% 
and above, indicating that these items should be included in the programme 
for Child Nursing Science (view Table 4.5). No red flags were identified for 
this factor. 
 
The Cronbach Alpha values for items [V45.1] to [V45.3] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.8 Skill in effective interdisciplinary team participation [V46.1-V46.5] 
 
Factor 46 reflected the skill to establish partnerships [V46.1-V45.5]. The factor 
consisted of five items. The sum totals of items [V46.1] to [V46.5] were 85% 
and above, indicating that these items should be included in the programme 
for Child Nursing Science (view Table 4.5). No red flags were identified for 
this factor. 
 
The Cronbach Alpha values for items [V46.1] to [V46.5] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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4.4.4.9 Skill in counselling and therapeutic relationships [V47.1-V47.5] 
 
Factor 47 reflected the skill in counselling and therapeutic relationships 
[V47.1-V47.5]. The factor consisted of five items. The sum totals of items 
[V47.1] to [V47.5] were 85% and above, indicating that these items should be 
included in the programme for Child Nursing Science (view Table 4.5). No red 
flags were identified for this factor. 
 
The Cronbach Alpha values for items [V47.1] to [V47.5] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.10 Skill to enable children and families to participate in 
 practice development [V48.1-V48.2] 
 
Factor 48 reflected the skill to enable children and families to participate in 
practice development [V48.1-V48.2]. The factor consisted of two items. The 
sum total of item [V48.1] was 85% and above, indicating that this item should 
be included in the programme for Child Nursing Science (view Table 4.5). 
 
A red flag               was identified for item [V48.2]. The sum of this item was 
less than 85%, indicating that this item should not be included in the 
programme for Child Nursing Science (view Table 4.5). 
 
The Cronbach Alpha values for items [V48.1] and [V48.2] were above 0.6, 
which indicated a good internal consistency and was regarded as satisfactory 
for all the variables. 
 
4.4.4.11 Skill to participate in forums to enhance communication 
 and practice development [V49.1-V49.3] 
 
Factor 49 reflected the skill to participate in forums to enhance communication 
and practice development [V49.1-V49.3]. The factor consisted of three items. 
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The sum total of item [V49.3] was 85% and above, indicating that this item 
should be included in the programme for Child Nursing Science (view Table 
4.5). 
 
A red flag              was identified for items [V49.1] and [V49.2]. The sum totals 
of these items were less than 85%, indicating that these items should not be 
included in the programme for Child Nursing Science (view Table 4.5). 
 
The Cronbach Alpha values for items [V49.1] to [V49.3] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.12 Skill in team coordination [V50.1-V50.7] 
 
Factor 50 reflected the skill in team coordination [V50.1-V50.7]. The factor 
consisted of seven items. The sum totals of items [V50.1] to [V50.7] were 85% 
and above, indicating that these items should be included in the programme 
for Child Nursing Science (view Table 4.5). No red flags were identified for 
this factor. 
 
The Cronbach Alpha values for items [V50.1] to [V50.7] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.4.13 Skill to negotiate adequate resources [V51.1-V51.4] 
 
Factor 51 reflected the skill to negotiate resources [V51.1-V51.4]. The factor 
consisted of four items. The sum totals of items [V51.1] to [V51.4] were 85% 
and above, indicating that these items should be included in the programme 
for Child Nursing Science (view Table 4.5). No red flags were identified for 
this factor. 
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The Cronbach Alpha values for items [V51.1] to [V51.4] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
The results of each of the factors and related items are reflected in Table 4.5. 
 
Table 4.5: Skill domain 2: Clinical practice 
Skill domain 2: Clinical practice 























































































39. Skill for an integrated systems approach 
[V39.1] Assesses aspects of normal 
development 80 2 
52 (65.0) 23 (28.8) 
2 (2.5) 3 (3.8) 0.773 
Sum: 75 (93.8) 
[V39.2] Utilises and applies correct 
physical and developmental assessment 
techniques and tools 
81 1 
51 (63.0) 26 (32.1) 
1 (1.2) 3 (3.7) 0.731 
Sum: 77 (95.1) 
[V39.3] Identifies and manages child 
health needs and problems 
81 1 
60 (74.1) 18 (22.2) 
0 3 (3.7) 0.746 
Sum: 78 (96.3) 
[V39.4] Negotiates a plan of care that 
will meet the required outcomes 
81 1 
57 (70.4) 21 (25.9) 
1 (1.2) 2 (2.5) 0.680 
Sum: 78 (96.3) 
[V39.5] Rationales for intervention by 
utilising current knowledge and best 
practice in child nursing 
81 1 
58 (71.6) 20 (24.7) 
2 (2.5) 1 (1.2) 0.739 
Sum: 78 (96.3) 
[V39.6] Assesses, communicates and 
documents response to nursing 
intervention 
81 1 
56 (69.1) 21 (25.9) 
1 (1.2) 3 (3.7) 0.782 
Sum: 77 (95.0) 
[V39.7] Re-plans and prioritises 
workload in response to rapid changes 
in child’s health status 
81 1 
60 (74.0) 19 (23.4) 
1 (1.2) 1 (1.2) 0.729 
Sum: 79 (97.4) 
[V39.8] Techniques to minimise 
distress of procedures and 
hospitalisation 
81 1 
56 (69.1) 22 (27.2) 
0 3 (3.7) 0.770 
Sum: 78 (96.3) 
[V39.9] Correct use of technological 
support 81 1 
51 (63.0) 25 (30.9) 
4 (4.9) 1 (1.2) 0.761 
Sum: 76 (93.9) 
[V39.10] Safe pharmacological 
preparation, administration and storage 
of medication 
81 1 
69 (85.2) 8 (9.9) 
1 (1.2) 3 (3.7) 0.605 
Sum: 77 (95.1) 
 
 





 - 224 - 
Skill domain 2: Clinical practice 























































































[V39.11] Resuscitation techniques 81 1 
73 (90.1) 5 (6.2) 
1 (1.2) 2 (2.5) 0.747 
Sum: 78 (96.3) 
[V39.12] Assessment of nutritional 
and/or dietary needs 81 1 
59 (72.8) 19 (23.5) 
0  3 (3.7) 0.847 
Sum: 78 (96.3) 
[V39.13] Assessment of hydration 
status and fluid management 81 1 
71 (87.7) 7 (8.6) 
0 3 (3.7) 0.807 
Sum: 78 (96.3) 
Skill for an integrated systems approach  
[V39.14] Pain management 81 1 
71 (87.7) 7 (8.6) 
1 (1.2) 2 (2.5) 0.699 
Sum: 78 (96.3) 
[V39.15] Utilises the personal health 
record of a child 
81 1 
58 (71.6) 19 (23.5) 
2 (2.5) 2 (2.5) 0.784 
Sum: 77 (95.1) 
[V39.16] Infection control principles 81 1 
66 (81.5) 11 (13.6) 
2 (2.5) 2 (2.5) 0.779 
Sum: 77 (95.1) 
[V39 17] Aseptic non-touch techniques 81 1 
59 (72.8) 19 (23.5) 
0 3 (3.7) 0.838 
Sum: 78 (96.3) 
[V39.18] Bereavement care 80 2 
58 (72.5) 17 (21.2) 
3 (3.8) 2 (2.5) 0.737 
Sum: 75 (93.7) 
[V39.19] Monitoring of blood glucose 81 1 
60 (74.1) 17 (21.0) 
1 (1.2) 3 (3.7) 0.761 
Sum: 77 (95.1) 
[V39.20] Use and care of central lines 81 1 
65 (80.2) 13 (16.0) 
0 3 (3.7) 0.702 
Sum: 78 (96.2) 
[V39.21] Chest tubes and underwater 
drainage systems 
81 1 
66 (81.5) 12 (14.8) 
0 3 (3.7) 0.792 
Sum: 78 (96.3) 
[V39.22] Breast feeding technique and 
assistance 81 1 
58 (71.6) 18 (22.2) 
3 (3.7) 2 (2.5) 0.673 
Sum: 76 (93.8) 
[V39.23] Preparation of bottle feeds 81 1 
52 (64.2) 20 (24.7) 
7 (8.6) 2 (2.5) 0.764 
Sum: 72 (88.9) 
[V39.24] Enteral feeding techniques 
(e.g. cup feeding) 81 1 
54 (66.7) 20 (24.7) 
5 (6.2) 2 (2.5) 0.672 
Sum: 74 (91.4) 
[V39.25] Hygiene according to 
developmental stages and health needs 
81 1 
56 (69.1) 22 (27.2) 
1 (1.2) 2 (2.5) 0.809 
Sum: 78 (96.3) 
[V39.26] Incubator care  81 1 
57 (70.4) 18 (22.2) 
5 (6.2) 1 (1.2)  
0.590 Sum: 75 (92.6) 
[V39.27] Intravenous therapy (e.g. 
intravenous infusions, blood 
transfusions, platelet transfusion, total 
parenteral nutrition) 
81 1 
44 (54.3) 29 (35.8) 
7 (8.6) 1 (1.2) 0.765 
Sum: 73 (90.1) 
[V39.28] Isolation techniques 81 1 
67 (82.7) 10 (12.3) 
1 (1.2) 3 (3.7) 0.789 
Sum: 77 (95.0) 
[V39.29] Lumbar puncture 81 1 
63 (77.8) 14 (17.3) 
2 (2.5) 2 (2.5) 0.749 
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[V39.30] Neurological observations 81 1 
68 (84.0) 10 (12.3) 
0 3 (3.7) 0.847 
Sum: 78 (96.3) 
[V39.31] Coma scales 81 1 
62 (76.5) 16 (19.8) 
1 (1.2) 2 (2.5) 0.697 
Sum: 78 (96.3) 
[V39.32] Oxygen therapy 81 1 
70 (86.4) 8 (9.9) 
0 3 (3.7) 0.854 
Sum: 78 (96.3) 
39. Skill for an integrated systems approach  
[V39.33] Phototherapy 80 2 
56 (70.0) 20 (25.0) 
2 (2.5) 2 (2.5) 0.850 
Sum: 76 (95.0) 
[V39.34] Plaster care 81 1 
54 (66.7) 23 (28.4) 
3 (3.7) 1 (1.2) 0.686 
Sum: 77 (95.1) 
[V39.35] Positioning, handling and 
exercises of sick and/or hospitalised 
children of all ages, including 
developmentally supportive care, 
Kangaroo care 
77 5 
64 (83.1) 10 (13.0) 
0 3 (3.9) 0.727 
Sum: 74 (96.1) 
[V39.36] Pre-operative care 81 1 
68 (84.0) 8 (9.9) 
2 (2.5) 3 (3.7) 0.668 
Sum: 76 (93.8) 
[V39.37] Post-operative care 81 1 
71 (87.7) 7 (8.6) 
0 3 (3.7) 0.813 
Sum: 78 (96.3) 
[V39.38] Pressure area care 81 1 
64 (79.0) 12 (14.8) 
1 (1.2) 4 (4.9) 0.830 
Sum: 76 (93.8) 
[V39.39] Radiological investigations 81 1 
52 (64.2) 23 (28.4) 
3 (3.7) 3 (3.7) 0.724 
Sum: 75 (92.6) 
[V39.40] Basic interpretation of 
radiological investigations 
81 1 
50 (61.7) 25 (30.9) 
4 (4.9) 2 (2.5)  
0.564 Sum: 75 (92.6) 
[V39.41] Removal of wound drains 81 1 
59 (72.8) 19 (23.5) 
0 3 (3.7) 0.780 
Sum: 78 (96.3) 
[V39.42] Management of a child 
during a seizure 81 1 
70 (86.4) 8 (9.9) 
0 3 (3.7) 0.837 
Sum: 78 (96.3) 
[V39.43] Skin care of the healthy and 
diseased skin 81 1 
58 (71.6) 19 (23.5) 
1 (1.2) 3 (3.7) 0.848 
Sum: 77 (95.1) 
[V39.44] Specimen collection 81 1 
54 (66.7) 24 (29.6) 
1 (1.2) 2 (2.5) 0.682 
Sum: 78 (96.3) 
[V39.45] Stoma care 81 1 
54 (66.7) 21 (25.9) 
3 (3.7) 3 (3.7) 0.816 
Sum: 75 (92.6) 
[V39.46] Airway suctioning 81 1 
72 (88.9) 6 (7.4) 
0 3 (3.7) 0.790 
Sum: 78 (96.3) 
[V39.47] Tracheostomy care 81 1 
65 (80.2) 12 (14.8) 
1 (1.2) 3 (3.7) 0.689 
Sum: 77 (95.0) 
[V39.48] Orthopaedic traction therapy 
and care 
80 2 
53 (66.2) 20 (25.0) 
5 (6.2) 2 (2.5) 0.749 
Sum: 73 (91.2) 
[V39.49] Urinary catheterisation 81 1 
63 (77.8) 14 (17.3) 
2 (2.5) 2 (2.5) 0.812 
Sum: 77 (95.1) 
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[V39.50] Venepuncture and 
cannulation 
81 1 
67 (82.7) 10 (12.3) 
2 (2.5) 2 (2.5) 0.829 
Sum: 77 (95.0) 
[V39.51] Paediatric wound 
assessment and care 80 2 
61 (76.2) 15 (18.8) 
1 (1.2) 3 (3.8) 0.834 
Sum: 76 (95.0) 
39. Skill for an integrated systems approach  
[V39.52] Interpretation of blood 
investigations 
81 1 
63 (77.8) 15 (18.5) 
2 (2.5) 1 (1.2) 0.749 
Sum: 78 (96.3) 
[V39.53] Monitoring of physiological 
signs 
81 1 
69 (85.2) 9 (11.1) 
1 (1.2) 2 (2.5) 0.812 
Sum: 78 (96.3) 
[V39.54] Transportation of the 
critically ill child 81 1 
65 (80.2) 11 (13.6) 
2 (2.5) 3 (3.7) 0.755 
Sum: 76 (93.8) 
[V39.55] Respiratory support 81 1 
70 (86.4) 8 (9.9) 
1 (1.2) 2 (2.5) 0.789 
Sum: 78 (96.3) 
[V39.56] Cardiac pacing in children 81 1 
63 (77.8) 11 (13.6) 
3 (3.7) 4 (4.9) 0.612 
Sum: 74 (91.4) 
[V39.57] Renal replacement 
therapies (e.g. peritoneal/ 
haemodialysis) 
80 2 
50 (65.0) 20 (25.0) 
5 (6.2) 3 (3.8) 0.640 
Sum: 70 (90.0) 
[V39.58] Preparation for organ 
donation/transplant 
79 3 
45 (57.0) 25 (31.6) 
5 (6.3) 4 (5.1)  
0.550 Sum: 70 (88.6) 
[V39.59] Care of the dying child 79 3 
62 (78.5) 14 (17.7) 
1 (1.3) 2 (2.5) 0.814 
Sum: 76 (96.2) 
[V39.60] Family assessment 81 1 
54 (66.7) 22 (27.2) 
2 (2.5) 3 (3.7) 0.808 
Sum: 76 (93.9) 
[V39.61] Integrated management of 
childhood illnesses (IMCI) 
81 1 
53 (65.4) 22 (27.2) 
4 (4.9) 2 (2.5)  
0.581 Sum: 75 (92.6) 
[V39.62] Development of clinical 
protocols 
81 1 
54 (66.7) 21 (25.9) 
3 (3.7) 3 (3.7) 0.737 
Sum: 75 (92.6) 
[V39.63] Clinical judgements based 
on evidence-based practice, protocols 
81 1 
53 (65.4) 23 (28.4) 
2 (2.5) 3 (3.7) 0.765 
Sum: 76 (93.8) 
[V39.64] Critical thinking based on 
experience, knowledge 81 1 
61 (75.3) 17 (21.0) 
0 3 (3.7) 0.681 
Sum: 78 (96.3) 
[V39.65] Primary health care 
principles 80 2 
51 (63.8) 20 (25.0) 
7 (8.8) 2 (2.5) 0.613 
Sum: 71 (88.8) 
[V39.66] Participates in and 
promotes immunisation programmes 
80 2 
54 (67.5) 14 (17.5) 
9 (11.2) 3 (3.8) 0.706 
Sum: 68 (85.0) 
[V39.67] Communication techniques 81 1 
56 (69.1) 21 (25.9) 
2 (2.5) 2 (2.5) 0.691 
Sum: 77 (95.0) 
[V39.68] Lifestyle changes 80 2 
45 (56.2) 27 (33.8) 
6 (7.5) 2 (2.5)  
0.576 Sum: 72 (90.0) 
[V39.69] Community resource 
networking 
80 2 
37 (46.2) 30 (37.5) 
11 (13.8) 2 (2.5)  
0.584 Sum: 67 (83.7) 
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40. Skill related to the care of the child 
[V40.1] Verbal and written links 
between history, needs and nursing care 80 2 
52 (65.0)2 24 (30.0) 
3 (3.8) 1 (1.2) 0.827 
Sum: 76 (95.0) 
[V40.2] Applies the principles of the 
nursing process 
80 2 
57 (71.2) 19 (23.8) 
3 (3.8) 1 (1.2) 0.808 
Sum: 76 (95.0) 
[V40.3] Individualises nursing care 80 2 
62 (77.5) 14 (17.5) 
2 (2.5) 2 (2.5) 0.715 
Sum: 76 (95.0) 
[V40.4] Utilises early discharge 
planning programmes 79 3 
47 (59.5) 27 (34.2) 
4 (5.1) 1 (1.3) 0.781 
Sum: 74 (93.7) 
41. Skill related to age specific needs and development 
[V41.1] Applies principles of growth 
and development 79 3 
54 (68.4) 22 (27.8) 
1 (1.3) 2 (2.5) 0.871 
Sum: 76 (96.2) 
[V41.2] Provides physical, psychosocial 
and spiritual well-being of children 80 2 
60 (75.0) 16 (20.0) 
2 (2.5) 2 (2.5) 0.850 
Sum: 76 (95.0) 
[V41.3] Demonstrates understanding 
of issues relating to environmental 
safety within the developmental context 
80 2 
53 (66.2) 25 (31.2) 
0 2 (2.5) 0.841 
Sum: 78 (97.4) 
[V41.4] Follows universal precautions 
for safe clinical practice 80 2 
56 (70.0) 21 (26.2) 
1 (1.2) 2 (2.5) 0.856 
Sum: 77 (96.2) 
[V41.5] Allows self-care activities 
where appropriate 80 2 
48 (60.0) 26 (32.5) 
5 (6.2) 1 (1.2) 0.812 
Sum: 74 (92.5) 
[V41.6] Utilises play activities 80 2 
38 (47.5) 34 (42.5) 
6 (7.5) 2 (2.5) 0.766 
Sum: 72 (90.0) 
[V41.7] Provides age specific toys 79 3 
34 (43.0) 32 (40.5) 
12 (15.2) 1 (1.3) 0.806 
Sum: 66 (83.5) 
[V41.8] Allows the need for comfort 
and security objects (e.g. blankets, 
toys) 
80 2 
55 (68.8) 16 (20.0) 
7 (8.8) 2 (2.5) 0.789 
Sum: 71 (88.8) 
42. Skill to apply family-centred care 
[V42.1] Applies cultural sensitive 
nursing care 
81 1 
46 (56.8) 26 (32.1) 
8 (9.9) 1 (1.2) 0.717 
Sum: 72 (88.9) 
[V42.2] Implements family-centred  
care activities 82 0 
59 (72.0) 15 (18.3) 
6 (7.3) 2 (2.4) 0.804 
Sum: 74 (90.3) 
[V42.3] Respects decisions made by 
the family 81 1 
46 (56.8) 31 (38.3) 
1 (1.2) 3 (3.7) 0.811 
Sum: 77 (95.1) 
[V42.4] Positive messages to the child 81 1 
59 (72.8) 18 (22.2) 
2 (2.5) 2 (2.5) 0.813 
Sum: 77 (95.0) 
[V42.5] Supports the child and family 
during hospitalisation, illness, treatment 
and grieving 
81 1 
58 (71.6) 20 (24.7) 
2 (2.5) 1 (1.2) 0.830 
Sum: 78 (96.3) 
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[V42.6] Supports the family in 
parenting roles 
80 2 
49 (61.2) 23 (28.8) 
6 (7.5) 2 (2.5) 0.827 
Sum: 72 (90.0) 
43. Skill to apply complementary and traditional nursing care practices 
[V43.1] Indigenous therapies 80 2 
21 (26.2) 33 (41.2) 
22 (27.5) 4 (5.0) 0.703 
Sum: 54 (67.4) 
[V43.2] Complementary therapies 
(e.g. massage, aromatherapy, 
therapeutic touch, creative 
visualisation, reflexology) 
80 2 
26 (32.5) 33 (41.2) 
19 (23.8) 2 (2.5) 0.717 
Sum: 59 (73.7) 
[V43.3] Integration of traditional 
and therapeutic therapies into 
practice 
80 2 
20 (25.0) 31 (38.8) 
23 (28.8) 6 (7.5) 0.721 
Sum: 51 (63.8) 
44. Skill of effective communication with the child and family 
[V44.1] Uses age and 
developmentally appropriate 
communication techniques and 
strategies 
81 1 
49 (60.5) 28 (34.6) 
2 (2.5) 2 (2.5) 0.826 
Sum: 77 (95.1) 
[V44.2] Recognises the behaviour 
response of the child as a 
communication skill 
81 1 
55 (67.9) 23 (28.4) 
1 (1.2) 2 (2.5) 0.894 
Sum: 78 (96.3) 
[V44.3] Demonstrates effective two-
way communication techniques 
81 1 
55 (67.9) 21 (25.9) 
3 (3.7) 2 (2.5) 0.855 
Sum: 76 (93.8) 
45. Skill to establish partnerships 
[V45.1] Provides support to assist 
negotiated partnership 
81 1 
39 (48.1) 35 (43.2) 
5 (6.2) 2 (2.5) 0.799 
Sum: 74 (91.3) 
[V45.2] Where appropriate, includes  
the child in the decision making 
process 
81 1 
43 (53.1) 31 (38.3) 
5 (6.2) 2 (2.5) 0.820 
Sum: 74 (91.4) 
[V45.3] Negotiates different care 
roles with the child and family 
81 1 
40 (49.4) 34 (42.0) 
5 (6.2) 2 (2.5) 0.808 
Sum: 74 (91.4) 
46. Skill in effective interdisciplinary team participation 
[V46.1] Consults with members of 
the multiprofessional team 81 1 
63 (77.8) 14 (17.3) 
1 (1.2) 3 (3.7) 0.839 
Sum: 77 (95.1) 
[V46.2] Demonstrates child nursing 
centred perspectives to the multi-
professional team 
81 1 
58 (71.6) 18 (22.2) 
2 (2.5) 3 (3.7) 0.894 
Sum: 76 (93.8) 
[V46.3] Demonstrates an ability to 
work as a team member 81 1 
60 (74.1) 16 (19.8) 
2 (2.5) 3 (3.7) 0.891 
Sum: 76 (93.9) 
[V46.4] Organises support networks 81 1 
40 (49.4) 34 (42.0) 
5 (6.2) 2 (2.5) 0.842 
Sum: 74 (91.4) 
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[V46.5] Demonstrates skills in effective 
organising, participation and leading of 
groups 
81 1 
43 (53.1) 29 (35.8) 
6 (7.4) 3 (3.7) 0.828 
Sum: 72 (88.9) 
47. Skill in counselling and therapeutic relationships 
[V47.1] Demonstrates effective 
counselling techniques 
81 1 
43 (53.1) 34 (42.0) 
2 (2.5) 2 (2.5) 0.881 
Sum: 77 (95.1) 
[V47.2] Assists children and families to 
identify needs 
81 1 
48 (59.3) 29 (35.8) 
2 (2.50 2 (2.5) 0.897 
Sum: 77 (95.1) 
[V47.3] Working relationship with the 
child and family 
81 1 
50 (61.7) 28 (34.6) 
1 (1.2) 2 (2.5) 0.924 
Sum: 78 (96.3) 
[V47.4] Collaboration with other health 
professionals for the benefit of the child 
and family 
81 1 
52 (64.2) 25 (30.9) 
0 4 (4.9) 0.822 
Sum: 77 (95.1) 
[V47.5] Contributes to the 
development of support groups 
81 1 
37 (45.7) 35 (43.2) 
7 (8.6) 2 (2.5) 0.797 
Sum: 72 (88.9) 
48. Skill to enable children and families to participate in practice development 
[V48.1] Lobbies for the inclusion of 
children and families in relevant 
organisational decision making 
81 1 
29 (35.8) 40 (49.4) 
9 (11.1) 3 (3.7) 0.751 
Sum: 69 (85.2) 
[V48.2] Encourages children and 
families to participate in relevant 
organisational committees/groups 
81 1 
33 (40.7) 35 (43.2) 
11 (13.6) 2 (2.5) 0.763 
Sum: 69 (85.2) 
49. Skill to participate in forums to enhance communication and practice development 
[V49.1] Achieves membership of 
relevant groups/committees/boards 81 1 
28 (34.6) 36 (44.4) 
14 (17.3) 3 (3.7) 0.834 
Sum: 64 (79.0) 
[V49.2] Contributes to different forums 81 1 
27 (33.3) 35 (43.2) 
17 (21.0) 2 (2.5) 0.855 
Sum: 62 (76.5) 
[V49.3] Shares specialist knowledge 
and perspectives 
81 1 
44 (54.3) 29 (35.8) 
4 (4.9) 4 (4.9) 0.703 
Sum: 73 (90.1) 
50. Skill in team coordination 
[V50.1] Ensures appropriate human 
resource allocation 
81 1 
49 (60.5) 26 (32.1) 
4 (4.9) 2 (2.5) 0.949 
Sum: 75 (92.6) 
[V50.2] Appropriate delegation 81 1 
57 (70.4) 19 (23.5) 
3 (3.7) 2 (2.5) 0.924 
Sum: 76 ( 93.9) 
[V50.3] Correct utilisation of acuity 
levels 81 1 
54 (66.7) 22 (27.2) 
2 (2.5) 3 (3.7) 0.873 
Sum: 76 (93.7) 
[V50.4] Promotes team building 81 1 
54 (66.7) 23 (28.4) 
3 (3.7) 1 (1.2) 0.868 
Sum: 77 (95.1) 
 





 - 230 - 
Skill domain 2: Clinical practice 























































































[V50.5] Participates in group decision 
making 
81 1 
53 (65.4) 24 (29.6) 
2 (2.5) 2 (2.5) 0.944 
Sum: 77 (95.0) 
[V50.6] Demonstrates empowerment 
of others 
81 1 
52 (64.2) 25 (30.9) 
3 (3.7) 1 (1.2) 0.908 
Sum: 77 (95.1) 
[V50.7] Use formal and informal 
communication channels 
81 1 
50 (61.7) 27 (33.3) 
2 (2.5) 2 (2.5) 0.874 
Sum: 77 (95.0) 
51. Skill to negotiate adequate resources 
[V51.1] Demonstrates a flexible 
approach to workload 81 1 
50 (61.7) 27 (33.3) 
0 4 (4.9) 0.864 
Sum: 77 (94.3) 
[V51.2] Liaises to ensure adequate 
resources 81 1 
46 (56.8) 30 (37.0) 
2 (2.5) 3 (3.7) 0.803 
Sum: 76 (93.8) 
[V51.3] Utilises financial and 
environmental resources effectively 81 1 
43 (53.1) 33 (40.7) 
3 (3.7) 2 (2.5) 0.870 
Sum: 76 (93.8) 
[V51.4] Acts on situations that 
compromise child safety 80 0 
60 (75.0) 16 (20.0) 
2 (2.5) 2 (2.5) 0.770 
Sum: 76 (95.0) 





Table 4.4 reflects the knowledge of the clinical child nursing practice in 
domain 2. This domain consisted of 14– [V10] to [V23] – and related items. 
The sums of the majority of frequencies for the items in this domain were 85% 
and above, except for the red flags                identified in the following items 
that had sums less than 85%: 
o The sum of 84.0% of the respondents regarded the family structure [V15.2] 
as “Very important” knowledge when related to family-centred care 
[V15]. This could be related to the fact that the respondents were 
practicing in health care facilities where the family structure was not 
nuclear but more extended. 
o The sum of 82.0% of the respondents regarded embryology [V18.1] as 
“Very important” knowledge when related to developmental patterns 
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[V18]. This could be related to the fact that the majority of respondents 
were not managing children with genetic problems, which accounts for 
defective development during the embryological period. This item relates 
closely to the next item pertaining to teratogens [V18.3]. 
o The sum of 84.6% of the respondents regarded teratogens [V18.3] as 
“Very important” knowledge when related to developmental patterns 
[V18]. This item relates to the previous item embryology [V18.1] and the 
possibility that the majority of respondents did not manage children with 
genetic problems or conditions caused by teratogens. 
o The sum of 81.4% of the respondents regarded specific play activities 
[V18.12] as “Very important” knowledge when related to developmental 
patterns [V18]. This could be related to the fact that the respondents were 
not involved in any specific play activities in the clinical practice. Trained 
play therapists for children are not yet generally found in Gauteng. 
o The sum of 63.0% of the respondents regarded adolescent pregnancies 
[V19.3] as “Very important” knowledge when related to miscellaneous 
problems [V19]. This could be associated with the fact that children older 
than 12 are admitted to adult nursing units as the children’s units only 
provide for the health care needs of children 12 years and younger. 
Respondents therefore did not regard knowledge of adolescent 
pregnancies as very important. A lack of adolescent units exclusively for 
the management of the adolescents may also have contributed to this 
response. This item relates closely to the next item [V19.40]: Termination 
of pregnancies.  
o The sum of 62.5% respondents regarded termination of pregnancies 
[V19.40] as “Very important” knowledge when related to miscellaneous 
problems [V19]. The termination of pregnancies is currently performed in 
selected health care facilities. The child nurse practitioners selected to 
participate in this study were practicing in hospital related health care 
facilities. They would most probably not be involved in the termination of 
pregnancies and would therefore not have regarded knowledge thereof as 
of a very high degree of importance. 
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o The following three items reflected the respondents’ knowledge of 
complementary and traditional child nursing practices [V21]. Three items 
were identified for this factor [V21] and a red flag was identified for each 
one of the items. The sum of 67.4% respondents regarded integration of 
traditional and therapeutic therapies [V21.1] as “Very important” 
knowledge when related to complementary and traditional child nursing 
practices. For knowledge, for indigenous therapies (e.g. herbal therapy) 
[V21.2], the sum of 71.2% respondents regarded the item as “Very 
important”. The sum of 74.7% regarded complementary therapies (e.g. 
massage, aromatherapy) as “Very important” knowledge when related to 
complementary and traditional child nursing practice. The sums of less 
than 85% for the items [V21.1] to [V21.3] identified for this factor [V21] 
could be related to the fact that respondents regarded knowledge of 
complementary and traditional nursing practices as irrelevant for the child 
nurse practitioner who practices in health care settings. Poor application of 
evidence-based practices exists in the child nursing practice, therefore, no 
support for the use of complementary and traditional child nursing 
practices exists. 
 
Red flags               were identified for Cronbach’s Alpha values less than 0.6 
for items [V18.5]: Normal neonate (0.560); [V19.39]: Adolescent 
pregnancies (0.466), and [V19.40]: Termination of pregnancies (0.457). 
The following Cronbach’s Alpha values are applicable when the items are left 
out: [V18.5]: Normal neonate (0.980); [V19.39]: Adolescent pregnancies 
(0.988), and [V19.40]: Termination of pregnancies (0.988). The removal of 
item [V18.5] should be reconsidered because of the important knowledge 
related to this developmental stage. The low degree of importance displayed 
in the quantitative evidence for items [V19.39] and [V19.40], where the sums 
are less than 85%, and the low Cronbach’s Alphas lead to a favourable 
situation to leave out items [V19.39] and [V39.40] from the set of data, which 
implies that the consistency reliability data will be higher. 
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Table 4.5 reflects the skill of clinical child nursing practice in domain 2. 
Skill domain 2: Clinical practice consisted of thirteen factors – [V39] to 
[V51] – and related items. The sums of the majority of the items in this domain 
were 85% and above, except for the red flags               identified in the 
following items which had sums less than 85%: 
o The sum of 83.7% of the respondents regarded community resource 
networking [V39.6] as a “Very important” skill for an integrated system 
approach [V39] to clinical practice. This could be related to the fact that the 
respondents regarded themselves as practitioners in health care settings 
with limited skill needed to network for community resources. The low sum 
for this item relates to the low sum for item [V38.3]. This finding reflects on 
the red flag which was identified for item [V38.3] in which a sum of 79.1% 
of the respondents regarded the skill to participate in committees within or 
outside of the health service level as “Very important” (view Table 4.5). 
o The sum of 83.5% respondents regarded provision of age specific toys 
[V41.7] as a “Very important” skill related to age specific needs and 
development [V41]. A red flag was also identified for item [V18.12] where a 
sum of 81.4% of the respondents regarded knowledge of specific play 
activities as “Very important”. There is a correlation between the sums of 
less than 85% for [V41.7] and [V18.12]. It could be related to the fact that 
respondents were not involved in play activities in the clinical practice, 
therefore they reflected there was no need for either the knowledge or the 
skill related to play activities or for the provision of specific toys. 
o The following three items give an account of the respondents’ skill to apply 
complimentary and traditional child nursing practices [V43]. Three (3) 
items were identified for this factor [V43] and a red flag was identified for 
each one of the items. The sum of 67.4% respondents regarded the skill to 
apply indigenous therapies [V43.1] as a “Very important” skill for 
complementary and traditional child nursing practices. For skill of 
complementary therapies (e.g. massage, aromatherapy, therapeutic touch, 
creative visualisation, reflexology) [V43.2], the sum of 73.7% respondents 
regarded the item as “Very important”. The sum of 63.8% regarded skill 
to integrate traditional and therapeutic therapies as “Very important” for 
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complementary and traditional child nursing practices [V43]. The sums of 
less than 85% for the items [V42.1] to [V42.3] identified for this factor [V42] 
could be related to the fact that respondents regarded skill to apply 
complementary and traditional nursing practices as irrelevant for the child 
nurse practitioner who practices in health care settings. Poor application of 
evidence-based practices exists in the child nursing practice, and therefore 
no support for the use of complementary and traditional child nursing 
practices exists.  The red flags identified for each of the corresponding 
knowledge items [V21.1] to [V21.3] related to the skill items [V42.1] to 
[V42.3]. This indicates a corresponding relationship between the sums of 
less than 85% for knowledge related items of complementary and 
traditional child nursing care practices [V21.1] to [V21.3], and skill to apply 
complementary and traditional nursing care practices [V43.1] to [V43.3]. 
o The sum of 83.9% of the respondents regarded the skill to encourage 
children and their families to participate in relevant organisational 
committees/groups [V48.2] as a “Very important” skill. A red flag for a 
score of less than 85% was also identified for item [V15.2]: Family 
structure as “Very important” knowledge for family-centred care. 
Correlation exists between the two items because the focus is embedded 
in the family and the skill to encourage the family to participate in care 
activities. The quantitative evidence, which is reflected through the sums 
less than 85% for the items, could be an indication of the respondents’ 
view that they did not regard family-centred care as a very important part 
of child nursing practice. Therefore, respondents did not perceive 
themselves to have the skill to encourage children and families to 
participate in organisational committees/groups. 
o The sum of 79.0% of respondents regarded achievement of membership 
on relevant groups/committees/boards [V49.1] as an “Important” skill to 
participate in forums in order to enhance communication and practice 
development [V49]. This could be related to the fact that the respondents 
regarded themselves as practitioners in health care settings, thus there 
was no need for them to achieve membership of any group/committee or 
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board. This item relates closely to the next item on skill, namely to 
contribute to different forums [V49.2]. 
o The sum of 76.5% respondents regarded contribution to different forums 
[V49.2] as an “Important” skill to participate, and thus enhance 
communication and practice development [V49]. This item relates to the 
previous item that reflects the skill to achieve membership of relevant 
groups/committees/boards. This could be related to the fact that the 
respondents did not view themselves as practitioners who could change 
the child nurse practice through communication with other child nurse 
practitioners and the development of collegial relationships. 
 
Red flags               were identified for Cronbach’s Alpha values less than 0.6 
for items [V39.26]: Incubator care (0.590); [V39.40]: Basic interpretation of 
radiological investigations (0.564); [V39.58]: Preparation for organ 
donation/transplant (0.550); [V39.61]: Integrated management of 
childhood illnesses (IMCI) (0.581); [V39.68]: Lifestyle changes (0.576) and 
[V39.69]: Community resource networking (0.584). The following 
Cronbach’s Alpha values would be applicable if the items were left out:  
[V39.26] Incubator care (0.987); [V39.40] Basic interpretation of radiological 
investigations (0.987); [V39.58] Preparation for organ donation/transplant 
(0.988); [V39.61] Integrated management of childhood illnesses (IMCI) 
(0,981); [V39.68] Lifestyle changes (0.986), and [V39.69] Community 
resource networking (0.983). 
 
The low degree of importance displayed in the quantitative evidence for item 
[V39.69]: Community resource networking where the sum is less than 85% 
and the Cronbach’s Alpha is lower than 0.6, leads to a favourable situation to 
leave out item [V39.69] from the set of data, which implies that the 
consistency reliability data will be higher. 
 
The following literature discussion underpins the importance of clinical 
knowledge and skill in the child nursing practice. 
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 Literature control 
 
The following literature discussion underpins the importance of clinical 
practice knowledge and skill in child nursing practice and delineating the 




The College and Association of Registered Nurses of Alberta (CARNA) 
regards the nursing practice as a togetherness and interaction among the 
person, health, nursing, and the environment (CARNA 2005:1). It regards 
nursing practice as a direct type of service delivered to different communities 
and groups that includes a diverse combination of patients in all the different 
life cycles. CARNA (2005:1) contextualises the practice of nursing as the 
setting where the nurse and patient forms a relationship based on the needs 
of the patient for nursing service on the one hand, and the response from the 
nurse to the needs of the patient on the other hand. Moreover, they maintain 
caring is an aspect which is included and placed in an integral position. In 
their view of nursing practice, CARNA considers situations where patients are 
unable to interact with nurses and rely on family members or important other 
people to interact on their behalf (CARNA 2005:1). This view confirms the fact 
that child nursing practice can be regarded as interaction between the child, 
family or important others with the child nurse practitioner in a caring situation 
based on the needs of the child and its family. 
 
In the (UK) care to sick children is provided at home, in day clinics, in the 
hospital environment or on a day care basis (Moules & Ramsay 2008:623). 
The child nursing practice therefore includes the parents in the different 
practice settings, which turns the focus of the child nursing practice to a 
family-centred approach. Moules and Ramsay (2008:257-258) also suggest 
that hospitalised children need to be taken care of in appropriately planned 
hospital environments with separate facilities and in partnership with the 
family. Glasper and Richardson (2006:41) underpin the view of Moules and 
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Ramsay by stating aspects of the child nursing practice includes appropriate 
hospitalisation, separate facilities, especially skilled staff, and a child and 
family-centred care approach. Moules and Ramsay (2008:257) and Glasper 
and Richardson (2006:41) include similarities in their suggestion of a child 
nursing practice such as appropriate environments with separate facilities, 
skilled staff and a family-centred approach.  
 
Hockenberry and Wilson (2007:14) define the setting as any place where care 
is given to children. It includes practice areas such as the home, hospital or 
other health care settings. According to them, family-centred care is one of the 
approaches to deliver care to children and their families in any practice 
setting. Partnership and atraumatic care are two other approaches that the 
child nurse practitioner can use during therapeutic interaction in practice 
(Hockenberry & Wilson 2007:14-15). Potts and Mandleco (2002:18) also 
describe atraumatic care as a principle of child nursing practice and state that 
the setting for child nursing practice is of no matter to the child nurse 
practitioner (Potts & Mandleco 2002:19) as long as the practitioner provides 
high quality care. They identify settings as inclusive of acute settings, schools, 
clinics, home health agencies, physicians’ offices, rehabilitation centres, 
hospice programmes, day care or psychiatric centres, and summer camps. 
Potts and Mandleco (2002:19) further explain the differentiated practice roles 
the child nurse practitioner is involved in when working in an acute practice 
setting. 
 
The following literature supplies an international overview of the definitions of 
the different age groups during childhood regarded as part of the knowledge 
domain. It also discusses the skill associated with taking care of children in 
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 Neonate and infant 
 
Moules and Ramsay (2008:563) state the term ‘neonate’ is used to describe a 
baby from day one to day 27 after birth, while Bellman and Peile (2006:20) 
observe a neonate as an infant under 28 days old. 
 
Potts and Mandleco (2002:137) initially identified and defined five stages and 
age ranges of human development in relation to child nursing. The authors 
define the neonate and infant together in one age group, namely the infant, 
aged from birth to one year. It is only in later chapters that Potts and 
Mandleco (2002:165,193) refer to the neonate and infant as separate age 
groups.  
 
The neonatal period is characterised by rapid growth, development and 
ongoing physiological functioning after initial changes and adaptation to 
extrauterine life. An attachment to the family and care givers develops and a 
trusting relationship with the important others in the life of the neonate is 
formed (Potts & Mandleco 2002:137). Managing nursing care for the neonate 
is based on health education to maintain and promote normal growth and 
development, early identification and management of health problems, and 
nursing interventions and care delivery for conditions associated with high risk 
neonates (Hockenberry & Wilson 2007:258-415). 
 
Growth and development during infancy is dramatic, according to 
Hockenberry and Wilson (2007:500). Infancy is characterised not only by 
rapid growth and development in a relatively short time, but also by the 
maturation of the body systems which unfolds simultaneously with growth and 
developmental changes (Potts & Mandleco 2002:193). 
 
Managing nursing care for the infant should be integrated into a family 
approach, according to Potts and Mandleco (2002:193), which includes 
aspects such as education, assistance to problem identification, facilitation to 
decision making and provision of information. 
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 Toddler 
 
Potts and Mandleco (2002:137) regard a toddler as development and growth 
between one and three years. In support, Hockenberry and Wilson (2007:608) 
define the toddler years as the developmental period between 12 and 36 
months. In describing the toddler years, Hockenberry and Wilson (2007:608) 
note it to be the period during which the toddler attempts to discover the way 
things work through intense exploration of the environment. Potts and 
Mandleco (2002:137) add this fundamental learning is made possible by the 
development of the toddler’s motoric abilities, coordination, sensory skills, 
emotions, feelings, and the sense of the self and of independency.  
 
Potts and Mandleco (2002:231-232) further state managing nursing care for 
the toddler necessarily involves knowledge of their normal growth and 
development, an awareness of the significance of milestones, as well as the 
ability of the child nurse practitioner to anticipate any deviation from the 
normal expectations. The child nurse practitioners should also make sure of 
the utilisation of strategies to protect the toddler from danger during the 
managing of nursing care and, finally, be able to provide structured guidelines 
which would promote independence and inquisitiveness. For Potts and 
Mandleco (2002:231), being knowledgeable about the concepts of the 
different developmental theories and communication skills are essential in 




In their definition, Potts and Mandleco (2002:137) identify the age between 
three and six years as the pre-school stage. Hockenberry and Wilson 
(2007:643) view the pre-schooler as a child developing through the pre-school 
period, in other words stretching from three to five years. By comparison, all 
these authors agree that the onset age of the pre-schooler is three years, but 
they differ on the end age of the developmental stage. Furthermore, they all 
identify the refinement of cognitive skills, social skills and previous 
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developmental tasks of the toddler age as the focus of pre-school 
development (Hockenberry & Wilson 2007:643; Potts & Mandleco 2002:137). 
 
According to Hockenberry and Wilson (2007:660), the pre-schooler presents 
with less health problems and developmentally associated difficulties. 
Therefore, the managing of nursing care for the pre-schooler is focused on 
prevention strategies; there is thus a shift from protection to education. 
Managing nursing care for the pre-schooler includes assistance to adjust to 
change, assistance to develop the ability to function separately from the 
parents, and bolstering the skill to cooperate and interact with other adults and 
children.  
 
 School aged child 
 
Potts and Mandleco (2002:137) indicate the school aged period stretches 
from six to 12 years. Hockenberry and Wilson (2007:713) define the lifespan 
of the school aged child down as the period between six and approximately 12 
years. They state this segment of the child’s lifespan is sometimes referred to 
as the “middle childhood” or “middle years” (Hockenberry & Wilson 2007:713).  
 
Growth and development in the school aged child is more gradual and 
progress is more concentrated on the physical and emotional aspects of 
development (Hockenberry & Wilson 2007:713). The potential to 
communicate and conceptualise moves the school aged child from 
egocentrism into a vortex of complex social and motor behaviours in order to 
experience the world through peers and the school environment (Hockenberry 
& Wilson 2007:713, Potts & Mandleco 2002:283). 
 
As reviewed in Potts and Mandleco (2002:301) and Hockenberry and Wilson 
(2007:749), managing nursing care for the school aged child includes 
education regarding safety and health maintenance, methods to foster 
independence, decision making, and expected developmental changes. 
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 Adolescent 
 
In the view of Potts and Mandleco (2002:137, 305-306), the adolescent 
lifespan encompasses the unique developmental period the individual 
experiences between childhood and adulthood and incorporates the ages 
between 12 and 19 years or older. The latter is defined further on in Potts and 
Mandleco (2002:305) as 21 years. Potts and Mandleco (2002:306) state 
adolescence consists of three periods, namely, the early period, the middle 
period and the late period of adolescence. Each period constitutes certain age 
frames (Potts & Mandleco 2002:306), namely, 12 to 14 years (early 
adolescence), 15 to 17 years (middle adolescence) and late adolescence 
between 18 and 21 years. 
 
Potts and Mandleco (2002:306) also relate to these different periods in terms 
of physiological development and differentiating the early period as 
prepubertal, the middle period as pubertal and late adolescence as 
postpubertal. Puberty, according to Potts and Mandleco (2002:302), is 
regarded as the physical development between the ages of 12 and 16 for 
boys and 10 and 14 for girls. 
 
According to Hockenberry and Wilson (2007:812), adolescence is a 
transitional developmental period between childhood and adulthood and 
involves three sub-stages, namely, early adolescence from the age 11 to 13, 
middle adolescence from 15 to 17, and late adolescence from 18 to 20.  
 
Potts and Mandleco (2002:306) describe the impact of physiological changes 
on the development of the adolescent as well as the way the adolescent 
regards and experiences his or her family, peers, social environment and his 
or her own body image and self-esteem. During this period the onset of 
operational thoughts also begins (Potts & Mandleco 2002:137). Similarly, 
Hockenberry and Wilson (2007:812) note that the changes that occur during 
adolescence are multiple and appear in the social context as well as on an 
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individual level. A dominant peer orientation, stereotypical appearance, typical 
language, skills and behaviours develop. 
 
Health promotion and guideline options to follow when managing nursing care 
for the adolescent are suggested by Potts and Mandleco (2002:331). 
According to them important aspects include a caring environment that will 
encourage positive relations, acknowledgment of individual differences, skills 
to foster communication, and respecting the dignity of the adolescent (Potts & 
Mandleco 2002:331-332). Confidentiality, respect and trust are central issues 
during adolescent development and very important to maintain for managing 
nursing care to be successful (Potts & Mandleco 2002:332). 
 
According to Hockenberry and Wilson (2007:844), the significance of 
managing nursing care for the adolescent lies in health promotion while 
utilising a culturally appropriate, comprehensive approach which includes all 
the social systems involved in adolescent health. 
 
The red flag               for [V19.39] and [V19.40] refers to the knowledge of 
child nurse practitioners about adolescent pregnancies and the termination of 
such pregnancies under miscellaneous disorders and problems (view Table 
4.4). The literature provides evidence of support for the improvement of health 
services to adolescents. Guided by the American Holistic Nurses Association, 
Rew, Johnson, Jenkins and Torres (2004:313-314) propose a holistic nursing 
intervention approach synthesised with the application of the theories and 
principles of evidence-based practice in managing nursing care for 
adolescents. Rew et al (2004:313) suggest that in this approach collaboration 
between all the social systems involved in adolescent health should occur. 
These authors further state transformative leadership skills are needed to 
coordinate managing of nursing care. Other aspects of importance, according 
to Rew et al (2004:314), are communication and dialogue between all the 
important role players involved in adolescent health, as well as attempts to 
build on identified and existing relationships and strengths in the adolescent 
communities.  
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Another important aspect of clinical child nursing practice is family-centred 
care. In the mid-1900s children were nursed alone in hospitals. Neither one 
nor both parent was allowed to be present during the child’s hospitalisation. 
Thus, visiting was restricted as it had to conform to the one or two hours 
visiting time allowed per day. The separation between children and their 
parents had serious psychological effects on the children (Jolly & Shields 
2009:165). Research since that time has led to the evolvement of different 
frameworks and theories to apply when nursing the sick child within the family 
circle. 
 
Coyne and Cowley (2007:893-894) describe the adverse effects of 
hospitalisation on the child and the parents. One example these authors note, 
is anxiety it causes in the child when being separated from his or her family 
and being placed in an unfamiliar environment. 
 
The philosophy of partnership between the child nurse practitioner and the 
family during intervention and activities when caring for the sick child, is now 
widely accepted (Cummings 2002:121). Moules and Ramsay (2008:648) 
uphold family-centred child nursing as a care approach between the child 
nurse practitioner, the child, and the family. The aim in this part of the 
literature control was to clarify the concept of family-centred care when 
managing nursing care for the child and its family. 
 
A review of the literature evidenced the importance of the family role as 
socialising agent in a child’s life. Literature further emphasises the position 
and role family-centred care plays in managing care of the sick child. It is, 
however, important to understand the different definitions of, and approaches 
to, family-centred care in order to focus on the needs of the child and the 
family as a unit or a whole (Cummings 2002:122). 
 
Glasper and Richardson (2006:19) regard the family as the most basic unit of 
society. Therefore, family-centred care, according to Glasper and Richardson 
(2006:77-78), is not basic and unstructured, but multifaceted and significant 
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and includes different theories and frameworks. Cooper, Gooding, Gallagher, 
Sternesky, Ledsky and Berns (2007:S32) emphasise that the family-centred 
approach leads to the recognition of the strengths and weaknesses of the 
family in order to allow the family to continue certain tasks in the hospital 
which are normally performed at home (Glasper & Richardson 2006:79). To 
successfully incorporate this into managing nursing care for the family, 
Glasper and Richardson (2006:78) state the child nurse practitioner should 
have knowledge, skills and a willingness to adopt the family-centred approach 
in child nursing practice. Some of the knowledge and skills identified by 
Glasper and Richardson (2006:79-85) include communication, education, 
empowerment, and negotiation. 
 
Dall’Oglio, Gawronski and Tiozzo (2009:S185) believe family-centred nursing 
occurs at a certain level and that the family is integral to the child. 
Distinctiveness such as advocacy, teaching, negotiation, empowerment and 
collaboration are applicable to care at the specific level. 
 
The red flag               for [V15.2] refers to the knowledge the child nurse 
practitioners had about family structure as part of family-centred care [V15]. 
The significance of family structure as an aspect of family-centred care is 
explained by Moules and Ramsay (2008:4-9) and Cummings (2002:123).  
Moules and Ramsey (2008:4) regard a family as a universal phenomenon, the 
smallest and most personal social institution which varies from culture to 
culture. Conventional families are normally headed by married, heterosexual 
couples (Moules & Ramsey 2008:5), but this view should not exclude other 
examples of families such as natural cohabiting parents, single parent 
families, same sex families, stepfamilies, and surrogate families from the 
family-centred approach (Moules & Ramsey 2008:6-9).  
 
Cummings (2002:123) differs in her view of the family when she refers to 
Friedemann’s (1989:212) conceptualisation of family nursing and her 
application thereof in the UK. She argues the focus of nursing should fall on 
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the child, and the family should be accepted as an important factor, but not as 
the total or whole unit of care. 
 
Hockenberry and Wilson (2007:13) acknowledge the family as the constant in 
a child’s life, noting that the strengths and emotions the family has are also 
some of the characteristics of the family-centred approach. Frost, Green, 
Gance-Cleveland, Kersten and Irby (2010:144) are of the same opinion as 
Hockenberry and Wilson regarding the importance of family-centred care.  
These authors also view the family as a constant in the child’s life; sickness 
therefore also affects the family of the child. 
 
During exploration of the concept managing nursing care for the family, it was 
found that literature focuses on, and refers to, certain aspects which are 
regarded as essential elements of family-centred care. Box 4.1 reflects the 
elements identified by Shelton and Stepanek (1994) as cited in Hockenberry 
and Wilson (2007:13). 
 
Box 4.1: Elements of family-centred care  
The elements: 
1. Recognising the family as a constant in the child’s life 
2. Facilitating parent-professional collaboration at all levels of health care 
3. Honouring the racial, ethnic, cultural, and social-economical diversity of families 
4. Recognising family strengths and individuality and respecting different methods of 
coping 
5. Sharing complete and unbiased information with families on a continuous basis 
6. Encouraging and facilitating family-to-family support and networking 
7. Responding to child and family developmental needs as part of health care 
practices 
8. Adopting policies and practices that provide families with emotional and financial 
support 
9. Designing health care that is flexible, culturally competent and responsive to family 
needs 
 
Numerous authors (Betz 2005:149; Dunst & Trivette 1996:336; Franck & 
Callery 2004:268; Lee 2003:764; Shields, Pratt & Hunter 2006:1318-1319) 
recognise the important role and influence of families in the care of sick 
children, the partnership between the family and the child nurse, as well as 
the planning of care around the strengths and needs of the child and the 
family. 
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Smith, Coleman and Bradshaw (2010:3) view family-centred care as a 
multifaceted concept which is difficult to define. The literature review provided 
a number of contrasting clarifications for family-centred care. Nevertheless, 
some of the commonalities drawn from literature are the concepts of 
partnership and Casey’s model of partnership, empowerment and negotiation 
in child care (Coyne & Cowley 2007:894; Cummings 2002:122-123; Dall’Oglio 
et al 2009:S186; Frost et al 2010:144; Glasper & Richardson 2006:77-87; 
Harrison 2009:1-3; Hockenberry & Wilson 2007:13-14; Hughes 2007:2341-
2343; Hutchfield 1999:1178-1181; Jolley & Shields 2009:164, 165; Moules & 
Ramsay 2008:643; Smith et al 2010:3-10). 
 
Moreover, in the literature review predominant referrals to Casey’s partnership 
in care model emerged (Coyne & Cowley 2007:894; Cummings 2002:122-
123; Hughes 2007:2341-2343; Hutchfield 1999:1180; Jolley & Shields 
2009:164-165). The application of this model allows the willing and able family 
to be full partners (Coyne & Cowley 2007:894; Cummings 2002:122-123; 
Frost et al 2010:144; Harrison 2009:2) in taking care of the sick child in any 
health care setting with minimal assistance of the child nurse practitioner 
(Cummings 2002:122). The realisation of this model in a practice continuum 
approach needs an equal status in partnership where the family acts out the 
care role as primary caregiver, and the child nurse practitioner fulfils the role 
of supporter and facilitator (Glasper & Richardson 2006:80; Smith et al 
2010:19,30-43). 
 
An abundance of literature reflecting on family-centred care exists. 
Acknowledgement is given to the work done by different researchers in an 
attempt to describe family-centred care. Barnsteiner, Richardson and Wyatt 
(2002:165) summarise the role of the child nurse practitioner in care of the 
child and the family as that of “direct caregiver, educator, counselor, 
consultant, advocate, care coordinator and health systems manager”. The role 
clarification platforms not only family-centred care, but also fits into other 
domains of the Cuthberson Diagrammatical Matrix (ACPCHN 2006:34) (view 
Chapter 2: Section 2.2). 
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Mcnee, et al (2005:211) state children can suffer from an extensive variety of 
illnesses. One aspect which might contribute to the development of illness is 
the influence of teratogens on embryological development. The red flag 
         for [V18.1] and [V18.3] refers to the knowledge the child nurse 
practitioners have about embryology and teratogens as part of developmental 
patterns [V18]. Sadler (2000:vii) explains in the preface the important role 
educated health care professionals play in diagnosis, care and prevention of 
birth defects. Understanding embryogenesis and applying the principles 
thereof is therefore essential knowledge for the child nurse practitioner (Sadler 
2000:vii). 
 
The red flag           for [V18.2] refers to the knowledge the child nurse 
practitioners had about specific play activities as part of developmental 
patterns [V18]. This item fits in with the view of Hockenberry and Wilson 
(2007:1056) who emphasise the fact that an important aspect of competent 
child nursing care is the provision of a clinical environment which will minimise 
the negative aspects of hospitalisation. Many strategies can be followed, but 
the best example to provide a safe “haven” (Potts & Mandleco 2002:464) is to 
have a play room or play area in the child nursing practice. According to 
Hockenberry and Wilson (2007:1062), play constitutes essential physical and 
mental development in childhood. It is therefore vital to create a play situation 
for a child with appropriate toys and games to accommodate the 
developmental age of the child (Hockenberry & Wilson 2007:1063; Potts & 
Mandleco 2002:465). A variety of specific toys, games and playthings and 
suitable equipment should be made available as this will allow the child to 
choose (Potts & Mandleco 2002:465) and play to manage stress and cope 
with the strange environment (Hockenberry & Wilson 2007:1063).  
 
Consultation in clinical practice is regarded as an important role played by the 
child nurse practitioner in this domain of practice. Guidance and suggestions 
are needed from the child nurse practitioner to solve clinical problems and 
formulate decisions regarding interventions. Consultation, according to the 
Concise Oxford English Dictionary (2006:307), is a “formal process of 
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discussion or action.” It is also described as a “meeting with an expert when 
the need arises to seek advice or find out something more from a 
professional”.  
 
Crowley (2000:68) and Saparolli and Adami (2010:92) are of the view that 
consultation in child health practice is a benefit because of the problem-
solving outcome of the process. These authors, however, do not acknowledge 
consultation in practice as an integrated activity in child nursing practice, but 
motivate the need for a professional nurse to act as a health consultant to 
improve safety (Crowley 2000:74) and promote, protect and recover (Saparolli 
& Adami 2010:92) the health of children. Coyne (2006:69) concluded in a 
study that children actually want to be included in decision making and in 
child-centred care; the child nurse practitioner should be committed to 
encourage and engage children in the consultation process. 
 
Red flags             were identified for items [V39.69]: Skill for community 
resource networking; [V48.2]: Skill to encourage children and families to 
participate in relevant organisational committees/groups; [V49.1]: Skill 
to achieve membership in relevant groups/committees/boards, and 
[V49.2]: Skill to contribute to different forums.  
 
MacPhee (2009:79) states the importance of networking for child nurse 
practitioners. The author refers to the discussing and addressing of concerns 
and issues regarding the child and the family during networking. The author 
advocates this contributes to knowledge development and support to child 
nurse practitioners to improve their power base and become better 
professionals (MacPhee 2009:80). It motivates child nurse practitioners to 
become involved in family-centred care, the community and forums, and also 
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Uniquely South African 
 
The researcher found limited sources about managing nursing care for 
children in South Africa. The literature review included searches on managing 
nursing care for individual age groups as well as the concept of managing 
nursing care for children. The only South African and nursing related literature 
the researcher could find after an extensive search was reflected in a study 
conducted by Coetzee (2004:639).  
 
The SANC Draft Charter of Nursing Practice (SANC 2004:6) reflects on the 
nursing practice as a professional type of service which is delivered to the 
public as a response to their health care needs. The SANC identifies the 
environment in which nursing is conducted as dynamical in facets such as 
social, political, economic and technology which incorporates and justifies 
legislative and policy frameworks.  
 
Emphasising a caring ethos in practice, the SANC stipulates that the 
professional nursing practice environment should be relevant, sensitive and 
responsive to the health needs of individuals and communities (SANC 2004:6-
7). It is further set out in the Draft Charter of Nursing Practice (SANC 2004:10-
11,29) that the nursing practice has its basis in the science of nursing and 
direction for professional practice is received from norms, values, philosophies 
and research, which must all be associated with nursing. Some of the 
characteristics of nursing practice include aspects such as knowledge, skill, 
competencies, ethical and scientifically based comprehensive and holistic 
care, multidisciplinary teamwork, and an accountability and responsibility for 
professional conduct (SANC 2004:10-11,29). 
 
Knowledge, skill and values are regarded by the SANC as professional 
competence and, therefore, required by the child nurse practitioner to practice 
competent nursing (SANC 2004:6). 
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The importance of the information in the Draft Charter of Nursing Practice 
(SANC 2004), although it is not child nursing centred, is its consistency with 
international literature and its collective points of interest with the Cuthbertson 
Diagrammatical Matrix (ACPCHN 2006:34) (view Chapter 2: Section 2.2). 
 
Section 28(3) of the Constitution of the Republic of South Africa, Act No 108 
(Republic of South Africa 1996a) as well as section 1.(1)(g) of the Children’s 
Act No 38 of 2005 (Republic of South Africa 2005b) defines a child as a 
person younger than 18 years. This means the child nursing practice should 
make provision for nursing children under the age of 18. 
 
The information explaining the major developmental ages in childhood as 
found in literature enhanced the possibility to cluster child nursing care 
interventions during managing of child nursing to age-related concerns and 
needs of the child. Knowledge and awareness by the child nurse practitioner 
about the unique characteristics and needs of children in different ages and 
stages of development leads to an integrated approach of managing the 
nursing care for children. It must be noted, however, that it was found in 
literature that there are definitive inconsistencies about the age span of 
children; it is not defined in a uniformed way (view Chapter 2: Section 2.3.4). 
 
To obtain clarification and remain consistent regarding the definitions related 
to childhood developmental stages in the South African context, the 
researcher utilised the textbook of Prof. DF Wittenberg, a former head of the 
Department of Paediatrics and Child Health at the University of Pretoria. The 
definitions related to childhood developmental stages in this context are 
already discussed in Chapter 2 (view Chapter 2: Section 2.3.4). 
 
The SANC (2004:59) regards consultation as the sharing of information, 
advice and decision making or the management of a patient’s health 
condition. Communication is also considered by the SANC as part of 
consultation and includes written or oral methods which can be followed 
during consultation in nursing practice. 





 - 251 - 
Competencies which the child nurse practitioner can develop with regard to 
the professional development continuum include knowledge and skill to 
promote, maintain and restore the health of the child and the family. 
Additionally, the development of skills to assist the sick child in maintaining 
the most needed basic activities of daily living and knowledge as well as skill 
to maintain continuity and coordination of child nursing care, are essential 
competencies. 
 
The red flag              for each of items [V21.1], [V21.2] and [V21.3] refers to 
the knowledge the child nurse practitioners had about traditional, indigenous 
and complementary therapies as part of traditional child nursing practice. The 
child nurse practitioners who were included in this study did not regard these 
items as “Very important” knowledge. The findings of a qualitative study 
done by Mngqundaniso and Peltzer (2008:382) reflect the view of the 
professional nurses in KwaZulu-Natal, South Africa, regarding traditional 
healers and herbalists. The participants were of the opinion that patients visit 
the traditional healers and herbalists first. If, after having taken the latter’s 
medicine and there is no improvement in their health problems, the patients 
only then go to a hospital (Mngqundaniso & Peltzer 2008:382). The 
participating professional nurses regarded the traditional healers as treatment 
modalities outside the hospital and assessed and managed patients only after 
traditional healers had referred them to the hospital or clinics when traditional 
treatment had failed (Mngqundaniso & Peltzer 2008:383). Peltzer and Khoza 
(cited in Mngqundaniso & Peltzer 2008:381) report they found in a study 
conducted in rural Limpopo, South Africa, professional nurse practitioners had 
a low regard for traditional healers and herbalists. In contrast, the findings of a 
study conducted by Hayes and Alexander (2000:55) in Connecticut, USA, 
indicated that nurse practitioners not only demonstrated knowledge of, 
experience with, and an interest in learning more about alternative therapies, 
but some also provided alternative therapies directly. 
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4.4.5 Knowledge domain 3: Education in practice [V24.1-V31.4] 
 
Education in practice was the third knowledge domain and consisted of eight 
factors, namely: 
o Knowledge to envisage own continuous education and professional 
development [V24.1-V24.9] 
o Knowledge of education principles to enable the child and family in 
decision making about care [V25.1-V25.4] 
o Knowledge of practice standards for performance assessment [V26.1-
V26.3] 
o Knowledge of relevant conceptual frameworks [V27.1-V27.3] 
o Knowledge of benchmark strategies [V28.1-V28.3] 
o Knowledge of mentorship [V29.1-V29.3] 
o Knowledge of assessment, assertiveness, flexibility and change [V30.1-
V30.3] 
o Knowledge to educate other professionals and the community [V31.1-
V31.4] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as depicted in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
eight factors is provided followed by a summary of the statistical data in table 
format. The findings of the eight factors are discussed as it relates to current 
literature. A table guides the analysis, indicating the findings. 
 
4.4.5.1 Knowledge to envisage own continuous education and 
professional development [V24.1-V24.9] 
 
Factor 24 reflected the knowledge to envisage own continuous education and 
professional development. The factor consisted of nine items. The sum totals 
of items [V24.1.] to [V24.5] were 85% and above, indicating that all these 
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items should be included in the programme for Child Nursing Science (view 
Table 4.6). 
 
A red flag               was identified for items [V24.6] to [V24.9]. The sum totals 
of these items were below 85.0%, indicating that the items should not be 
included in the programme for Child Nursing Science (view Table 4.6). 
 
The Cronbach Alpha values for items [V24.1] to [V24.9] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.2 Knowledge of education principles to enable the child and the 
family in decision making about care [V25.1-V25.4] 
 
Factor 25 reflected the knowledge of education principles to enable the child 
and family in decision making about care [V25.1-V25.4]. The factor consisted 
of four items. The sum totals of items [V25.1] to [V25.4] were 85% and above, 
indicating that all these items should be included in the programme for Child 
Nursing Science (view Table 4.6). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V25.1] to [V25.4] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.3 Knowledge of practice standards for performance assessment 
[V26.1-V26.3] 
 
Factor 26 reflected the knowledge of practice standards for performance 
assessment [V26.1-V26.3]. The factor consisted of three items. The sum 
totals of items [V26.1] to [V26.3] were 85% and above, indicating that all these 
items should be included in the programme for Child Nursing Science (view 
Table 4.6). No red flags were identified for this factor. 
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The Cronbach Alpha values for items [V26.1] to [V26.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.4 Knowledge of relevant conceptual frameworks [V27.1-V27.3] 
 
Factor 27 reflected the knowledge of relevant conceptual frameworks [V27.1-
V27.3]. The factor consisted of three items. The sum totals of items [V27.1] to 
[V27.3] were 85% and above, indicating that all these items should be 
included in the programme for Child Nursing Science (view Table 4.6). No red 
flags were identified for this factor. 
 
The Cronbach Alpha values for items [V27.1] to [V27.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.5 Knowledge of benchmark strategies [V28.1-V28.3] 
 
Factor 28 reflected the knowledge of benchmark strategies [V28.1-V28.3]. 
The factor consisted of three items. The sum totals of items [V28.1] to [V28.3] 
were 85% and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.6). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V28.1] to [V28.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.6 Knowledge of mentorship [V29.1-V29.3] 
 
Factor 29 reflected the knowledge of mentorship [V29.1-V29.3]. The factor 
consisted of three items. The sum totals of items [V29.1] to [V29.3] were 85% 
and above, indicating that all these items should be included in the 
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programme for Child Nursing Science (view Table 4.6). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V29.1] to [V29.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.7 Knowledge of assessment, assertiveness, flexibility and change 
[V30.1-V30.3] 
 
Factor 30 reflected the knowledge of assessment, assertiveness, flexibility 
and change [V30.1-V30.3]. The factor consisted of three items. The sum totals 
of items [V30.1] to [V30.3] were 85% and above, indicating that all these items 
should be included in the programme for Child Nursing Science (view Table 
4.6). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V30.1] to [V30.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.5.8 Knowledge to educate other professionals and the community 
[V31.1-V31.4] 
 
Factor 31 reflected the knowledge to educate other professionals and the 
community [V31.1-V31.4]. The factor consisted of four items. The sum totals 
of items [V31.2.] to [V31.4] were 85% and above, indicating that all these 
items should be included in the programme for Child Nursing Science (view 
Table 4.6). 
 
A red flag               was identified for item [V31.1]: Role of the child nurse 
practitioner. The sum total of this item was below 85.0%, indicating that this 
item should not be included in the programme for Child Nursing Science (view 
Table 4.6). 
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The Cronbach Alpha values for items [V31.1] to [V31.4] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
The results of each of the factors and related items are reflected in Table 4.6. 
 
Table 4.6: Knowledge domain 3: Education in practice 
Knowledge domain 3: Education in practice 
Factor with related items 
 



















































































24. Knowledge to envisage own continuous education and professional development 
[V24.1] Current knowledge of child 
nursing issues 
81 1 
63 (77.8) 14 (17.3) 
1 (1.2) 3 (3.7) 0.709 
Sum: 77 (95.1) 
[V24.2] Read and/or consult relevant 
literature 81 1 
49 (60.5) 26 (32.1) 
3 (3.7) 3 (3.7) 0.774 
Sum: 75 (92.6) 
[V24.3] Attend conferences 81 1 
41 (50.6) 30 (37.0) 
7 (8.60 3 (3.7) 0.726 
Sum: 71 (87.6) 
[V24.4] Participate in continuing 
education 81 1 
52 (64.2) 42 (29.6) 
2 (2.5) 3 (3.7) 0.770 
Sum: 94 (93.8) 
[V24.5] Further professional studies 79 3 
42 (53.2) 27 (34.2) 
7 (8.9) 3 (3.8) 0.715 
Sum: 69 (87.4) 
[V24.6] Develop writing skills 81 1 
38 (46.9) 28 (34.6) 
13 (16.0) 2 (2.5) 0.790 
Sum: 66 (81.5) 
[V24.7] Develop case studies 81 1 
34 (42.0) 33 (40.7) 
13 (16.0) 1 (1.2) 0.799 
Sum: 67 (82.7) 
[V24.8] Utilise news letters 80 2 
35 (43.8) 31 (38.8) 
8 (10.0) 6 (7.5) 0.801 
Sum: 66 (82.6) 
[V24.9] Participate in relevant 
professional organisations 
81 1 
43 (53.1) 24 (29.6) 
9 (11.1) 5 (6.2) 0.861 
Sum: 67 (82.7) 
25. Knowledge of educational principles to enable child and family in decision making 
about care 
[V25.1] Educational strategies  81 1 
39 (48.1) 32 (39.5) 
8 (9.9) 2 (2.5) 0.845 Sum: 71 (87.6) 
[V25.2] Educational approaches 81 1 
37 (45.7) 36 (44.4) 
6 (7.4) 2 (2.5) 0.857 Sum: 73 (90.1) 
[V25.3] Correct selection of 
educational material 
81 1 
39 (48.1) 36 (44.4) 
3 (3.7) 3 (3.7) 0.857 
Sum: 75 (92.5) 
[V25.4] Learning needs of the child 
and family 
81 1 
42 (51.9) 34 (42.0) 
2 (2.5) 3 (3.7) 0.794 
Sum: 76 (93.9) 
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Knowledge domain 3: Education in practice 
Factor with related items 
 



















































































26. Knowledge of practice standards for performance assessment 
[V26.1] Guidelines/standards 81 1 
57 (70.4) 20 (24.7) 
2 (2.5) 2 (2.5) 0.778 
Sum: 77 (95.1) 
[V26.2] Identification of learning needs 
of the self and others 
81 1 
50 (61.7) 25 (30.9) 
4 (4.9) 2 (2.5) 0.856 
Sum: 75 (92.6) 
[V26.3] Feedback after performance 
assessment 
81 1 
48 (59.3) 26 (32.1) 
5 (6.2) 2 (2.5) 0.880 
Sum: 74 (91.4) 
27. Knowledge of relevant conceptual frameworks 
[V27.1] Conceptual frameworks 80 2 
27 (33.8) 43 (53.8) 
8 (10.0) 2 (2.5) 0.879 
Sum: 70 (87.6) 
[V27.2] Systematic approach principles 80 2 
35 (43.8) 37 (46.2) 
6 (7.5) 2 (2.5) 0.839 
Sum: 72 (90.0) 
[V27.3] Partnership in care frameworks 81 1 
30 (37.0) 42 (51.9) 
7 (8.6) 2 (2.5) 0.802 
Sum: 72 (88.9) 
28. Knowledge of benchmark strategies 
[V28.1] Peer groups dynamics 81 1 
28 (34.6) 42 (51.9) 
7 (8.6) 4 (4.9) 0.804 
Sum: 70 (86.5) 
[V28.2] Network development 80 2 
30 (37.5) 42 (52.5) 
5 (6.2) 3 (3.8) 0.835 
Sum: 72 (90.0) 
[V28.3] Consultation with colleagues or 
mentors 
81 1 
44 (54.3) 34 (42.0) 
0 3 (3.7) 0.644 
Sum: 78 (96.3) 
29. Knowledge of mentorship 
[V29.1] Role of a mentor 80 2 
50 (62.5) 25 (31.2) 
2 (2.5) 3 (3.8) 0.843 
Sum: 75 (93.7) 
[V29.2] Orientation of new staff 81 1 
59 (72.8) 17 (21.0) 
2 (2.5) 3 (3.8) 0.809 
Sum: 76 (93.8) 
[V29.3] Experiential learning 80 2 
52 (65.0) 22 (27.5) 
3 (3.8) 3 (3.8) 0.870 
Sum: 74 (92.5) 
30. Knowledge of assessment, assertiveness, flexibility and change 
[V30.1] Accountability 81 1 
72 (88.9) 6 (7.4) 
1 (1.2) 2 (2.5) 0.779 
Sum: 78 (96.3) 
[V30.2] Feedback of assessment 
outcomes 
81 1 
58 (71.6) 19 (23.5) 
2 (2.5) 2 (2.5) 0.847 
Sum: 77 (95.1) 
[V30.3] Knowledge of change process in 
a group 
81 1 
48 (59.3) 27 (33.3) 
3 (3.7) 3 (3.7) 0.798 
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Knowledge domain 3: Education in practice 
Factor with related items 
 



















































































31. Knowledge to educate other professionals and the community 
[V31.1] Role of the child nurse 
practitioner 80 2 
38 (47.5) 29 (36.2) 
11 (13.8) 2 (2.5) 0.787 
Sum: 67 (83.7) 
[V31.2] Staff development 80 2 
50 (62.5) 26 (32.5) 
1 (1.2) 3 (3.8) 0.885 
Sum: 76 (96.0) 
[V31.3] Workshop presentation 80 2 
42 (52.5) 31 (38.8) 
4 (5.0) 3 (3.8) 0.832 
Sum: 73 (91.3) 
[V31.4] Share expert knowledge with 
the clinical practice and professional 
organisations 
80 2 
41 (51.2) 32 (40.0) 
4 (5.0) 3 (3.8) 0.874 
Sum: 73 (91.2) 
* All entries are frequencies in percentage (%) 
 
4.4.6 Skill domain 3: Education in practice [V52.1-V59.8] 
 
Education in practice was the third skill domain and consisted of eight factors, 
namely: 
o Skill to utilise appropriate educational principles to enable the child and the 
family in decision making about care [V52.1-V52.8] 
o Skill to utilise professional child nursing practice standards for performance 
assessment [V53.1-V53.4] 
o Skill to apply relevant conceptual frameworks [V54.1-V54.2] 
o Skill to establish benchmarking strategies [V55.1-V55.4] 
o Skill to serve as a mentor [V56.1-V56.3] 
o Skill to participate in assessment, assertiveness, flexibility and change 
[V57.1-V57.5] 
o Skill to educate other professionals and the community [V58.1-V58.3] 
o Skill to take responsibility for own professional development [V59.1-V59.8] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as depicted in the structured, self reported 
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questionnaire (view Annexure B.2). An overview of the quantitative data of the 
eight factors is provided, followed by a summary of the statistical data in table 
format. The findings of the eight factors are discussed as it relates to current 
literature.  
 
4.4.6.1 Skill to utilise appropriate educational principles to enable the 
child and the family in decision making about care [V52.1-V52.8] 
 
Factor 52 reflected the skill to utilise appropriate educational principles to 
enable the child and family in decision making about care [V52.1-V52.8]. The 
factor consisted of eight items. The sum totals of items [V52.1] to [V52.8] were 
85% and above, indicating that these items should be included in the 
programme for Child Nursing Science (view Table 4.7). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V52.1] to [V52.8] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.6.2 Skill to utilise professional child nursing practice standards for 
performance assessment [V53.1-V53.4] 
 
Factor 53 reflected the skill to utilise professional child nursing practice 
standards for performance assessment [V53.1-V53.4]. The factor consisted of 
four items. The sum totals of items [V53.1] to [V53.4] were 85% and above, 
indicating that these items should be included in the programme for Child 
Nursing Science (view Table 4.7). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V53.1] to [V53.4] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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4.4.6.3 Skill to apply relevant conceptual frameworks [V54.1-V54.2] 
 
Factor 54 reflected the skill to apply relevant conceptual frameworks [V54.1-
V54.2]. The factor consisted of two items. The sum totals of items [V54.1] and 
[V54.2] were 85% and above, indicating that these items should be included in 
the programme for Child Nursing Science (view Table 4.7). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V54.1] and [V54.2] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.6.4 Skill to establish benchmark strategies [V55.1-V55.4] 
 
Factor 55 reflected the skill to establish benchmarking strategies [V55.1-
V55.4]. The factor consisted of four items. The sum totals of items [V55.1] to 
[V55.4] were 85% and above, indicating that these items should be included in 
the programme for Child Nursing Science (view Table 4.7). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V55.1] to [V55.4] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.6.5 Skill to serve as a mentor [V56.1-V56.3] 
 
Factor 56 reflected the skill to act as a mentor [V56.1-V56.3]. The factor 
consisted of three items. The sum totals of items [V56.1] to [V56.3] were 85% 
and above, indicating that these items should be included in the programme 
for Child Nursing Science (view Table 4.7). No red flags were identified for 
this factor. 
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The Cronbach Alpha values for items [V56.1] to [V56.3] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.6.6 Skill to participate in assessment, assertiveness, flexibility and 
change [V57.1-V57.5] 
 
Factor 57 reflected the skill to participate in assessment, assertiveness, 
flexibility and change [V57.1-V57.5]. The factor consisted of five items. The 
sum totals of items [V57.1] to [V57.5] were 85% and above, indicating that 
these items should be included in the programme for Child Nursing Science 
(view Table 4.7). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V57.1] to [V57.5] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.6.7 Skill to educate other professionals and the community [V58.1-
V58.3] 
 
Factor 58 reflected the skill to educate other professionals and the community 
[V58.1-V58.3]. The factor consisted of three items. The sum totals of items 
[V58.1] and [V58.2] were 85% and above, indicating that these two items 
should be included in the programme for Child Nursing Science (view Table 
4.7). 
 
A red flag    w w was identified for item [V58.3]. The sum of this item [V58.3] 
was less than 85%, indicating that this item should not be included in the 
programme for Child Nursing Science (view Table 4.7). The Cronbach Alpha 
values for items [V58.1] to [V58.3] were above 0.6, which indicated a good 
internal consistency between the items and was regarded as satisfactory for 
all the variables. 
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4.4.6.8 Skill to take responsibility for own professional development 
[V59.1-V59.8] 
 
Factor 59 reflected the skill to take responsibility for own professional 
development [V59.1-V59.8]. The factor consisted of eight items. The sum 
totals of items [V59.1] to [V59.5] were 85% and above, indicating that these 
items should be included in the programme for Child Nursing Science (view 
Table 4.7). 
 
A red flag            was identified for items [V59.6] to [V59.8]. The sum of these 
items [V59.6] to [V59.8] was less than 85%, indicating that these items should 
not be included in the programme for Child Nursing Science (view Table 4.7). 
 
The Cronbach Alpha values for items [V59.1] to [V59.8] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
The results of each of the factors and related items are reflected in Table 4.7. 
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Table 4.7: Skill domain 3: Education in practice 
Skill domain 3: Education in practice 























































































52. Skill to utilise appropriate educational principles to enable the child and family in 
decision making about care 
[V52.1] Enables informed decision 
making 81 1 
55 (67.9) 22 (27.2) 
0 4 (4.9) 0.823 
Sum: 77 (95.1) 
[V52.2] Assists the child and family to 
recognise and understand current 
health needs 
81 1 
55 (67.9) 21 (25.9) 
3 (3.7) 2 (2.5) 0.890 
Sum: 76 (93.8) 
[V52.3] Assists the child and family to 
recognise and understand changes in 
health status 
81 1 
55 (67.9) 21 (25.9) 
3 (3.7) 2 (2.5) 0.895 
Sum: 76 (93.8) 
[V52.4] Assesses readiness of the 
child and family to learn 
81 1 
45 (55.6) 29 (35.8) 
5 (6.2) 2 (2.5) 0.883 
Sum: 74 (91.4) 
[V52.5] Provides sufficient time to 
teach efficiently 81 1 
48 (59.3) 27 (33.3) 
4 (4.9) 2 (2.5) 0.905 
Sum: 75 (92.6) 
[V52.6] Utilises appropriate 
educational strategies 79 3 
48 (60.8) 26 (32.9) 
3 (3.8) 2 (2.5) 0.885 
Sum: 74 (93.7) 
[V52.7] Applies the correct 
educational approaches 79 3 
41 (51.9) 33 (41.8) 
3 (3.8) 2 (2.5) 0.849 
Sum: 74 (93.7) 
[V52.8] Uses the correct educational 
material 80 2 
49 (61.2) 24 (30.0) 
5 (6.2) 2 (2.5) 0.897 
Sum: 73 (91.2) 
53. Skill to utilise professional child nursing practice standards for performance 
assessment 
[V53.1] Utilises specialty guidelines 
and or standards to consider 
performance 
81 1 
49 (60.5) 28 (34.6) 
1 (1.2) 3 (3.7) 0.877 
Sum: 77 (95.1) 
[V53.2] Identifies learning needs of 
the self and others 
81 1 
49 (60.5) 29 (35.8) 
0 3 (3.7) 0.956 
Sum: 78 (96.3) 
[V53.3] Provides feedback after 
performance assessment 
81 1 
49 (60.5) 27 (33.3) 
2 (2.5) 3 (3.7) 0.916 
Sum: 76 (93.8) 
[V53.4] Incorporation of results into 
practice 
81 1 
52 (64.2) 26 (32.1) 
0 3 (3.7) 0.922 
Sum: 78 (96.3) 
54. Skill to apply relevant conceptual frameworks 
[V54.1] Utilises appropriate 
conceptual frameworks 
81 1 
42 (51.9) 32 (39.5) 
5 (6.2) 2 (2.5) 0.823 
Sum: 74 (91.4) 
[V54.2] Utilises systematical 
principles to child nursing 80 2 
39 (48.8) 37 (46.2) 
3 (3.8) 1 (1.2) 0.898 
Sum: 76 (95.0) 
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55. Skill to establish benchmarking strategies 
[V55.1] Develops networks 81 1 
37 (45.7) 32 (39.5) 
11 (13.6) 1 (1.2) 0.819 
Sum: 69 (85.2) 
[V55.2] Facilitates mutual sharing of 
issues 
81 1 
39 (48.1) 33 (40.7) 
7 (8.6) 2 (2.5) 0.913 
Sum: 72 (88.8) 
[V55.3] Consults with colleagues or 
mentors 
81 1 
47 (58.0) 29 (35.8) 
3 (3.7) 2 (2.5) 0.910 
Sum: 76 (93.8) 
[V55.4] Liaises with all important 
others involved 
81 1 
46 (56.8) 30 (37.0) 
3 (3.7) 2 (2.5) 0.849 
Sum: 76 (93.8) 
56. Skill to serve as a mentor 
[V56.1] Contributes to the orientation 
of new staff 81 1 
57 (70.4) 18 (22.2) 
3 (3.7) 3 (3.7) 0.886 
Sum: 75 (92.6) 
[V56.2] Contributes to the learning 
experiences of others 81 1 
55 (67.9) 22 (27.2) 
1 (1.2) 3 (3.7) 0.917 
Sum: 77 (95.1) 
[V56.3] Contributes to the 
professional development of the self 
and others 
81 1 
60 (74.1) 18 (22.2) 
0 3 (3.7) 0.880 
Sum: 78 (96.3) 
57. Skill in assessment, assertiveness, flexibility and change 
[V57.1] Accepts accountability for 
own actions 81 1 
69 (85.2) 8 (9.9) 
1 (1.2) 3 (3.7) 0.820 
Sum: 77 (95.1) 
[V57.2] Completes assessment 
activities 81 1 
51 (63.0) 27 (33.3) 
0 3 (3.7) 0.922 
Sum: 78 (96.3) 
[V57.3] Provides feedback of 
assessment outcomes 81 1 
56 (69.1) 21 (25.9) 
0 4 (4.9) 0.907 
Sum: 77 (95.0) 
[V57.4] Identifies and documents 
performance strengths and areas of 
improvement 
81 1 
57 (70.4) 21 (25.9) 
0 3 (3.7) 0.947 
Sum: 78 (96.3) 
[V57.5] Manages the change process 
in a reflective and supportive manner 81 1 
53 (65.4) 24 (29.6) 
1 (1.2) 3 (3.7) 0.935 
Sum: 77 (95.0) 
58. Skill to educate other professionals and the community 
[V58.1] Presents educational sessions 
and/or workshops 
81 1 
39 (48.1) 31 (38.3) 
9 (11.1) 2 (2.5) 0.873 
Sum: 70 (86.4) 
[V58.2] Explains and promotes the 
child nurse practitioner’s role and value 
81 1 
42 (51.9) 30 (37.0) 
7 (8.6) 2 (2.5) 0.858 
Sum: 72 (88.9) 
[V58.3] Participates on committees 
within and outside the clinical practice 
and professional organisation 
81 1 
31 (38.3) 35 (43.2) 
14 (17.3) 1 (1.2) 0.788 
Sum: 66 (81.5) 
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59. Skill to take responsibility for own professional development 
[V59.1] Maintains an expertise 
knowledge 81 1 
63 (77.8) 14 (17.3) 
1 (1.2) 3 (3.7) 0.688 
Sum: 77 (95.1) 
[V59.2] Reads and/or consults 
relevant literature 
81 1 
47 (58.0) 28 (34.6) 
2 (2.5) 4 (4.9) 0.778 
Sum: 75 (92.6) 
[V59.3] Attends conferences 81 1 
39 (48.1) 32 (39.5) 
7 (8.6) 3 (3.7) 0.898 
Sum: 71 (87.6) 
[V59.4] Participates in continuing 
education 
81 1 
52 (64.2) 25 (30.9) 
2 (2.5) 2 (2.5) 0.773 
Sum: 77 (95.1) 
[V59.5] Furthers post-graduate 
studies 81 1 
42 (51.9) 29 (35.8) 
6 (7.4) 4 (4.9) 0.817 
Sum: 71 (87.7) 
[V59.6] Develops case studies 80 2 
34 (42.5) 33 (41.2) 
12 (15.0) 1 (1.2) 0.878 
Sum: 67 (83.7) 
[V59.7] Writes for newsletters 81 1 
27 (33.3) 31 (38.3) 
19 (23.5) 4 (4.9) 0.747 
Sum: 58 (71.6) 
[V59.8] Participates in relevant 
professional organisations 
81 1 
37 (45.7) 26 (32.1) 
16 (19.8) 2 (2.5) 0.844 
Sum: 63 (77.8) 




Table 4.6 reflects the knowledge of education in practice in domain 3. The 
domain consisted of eight factors − [V24] to [V31] − and related items. The 
sums of the majority of frequencies in this domain were 85% and above, 
except for the red flags             identified in the following items which had 
sums less than 85%: 
o The sum of 81.5% of the respondents regarded the development of 
writing skills [V24.6] as “Very important” knowledge to envisage one’s 
own continuous education and professional development [V24]. This 
could be related to the fact that the respondents did not regard writing 
skills as a very important aspect of professional development. This item 
relates closely to the next item on the development of case studies. 
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o The sum of 82.7% of the respondents regarded the development of case 
studies [V24.7] as “Very important” knowledge to envisage one’s own 
continuous education and professional development [V24]. This could be 
related to the fact that the respondents regarded the content of their own 
continuous education and professional to include aspects differently than 
to the develop case studies. This item relates to the previous item, the 
development of writing skills [V24.6] as well the next item on utilising 
newsletters [V24.8].  
o The sum of 82.6% of respondents regarded the utilisation of newsletters 
[V24.8] as “Very important” knowledge to envisage one’s own 
continuous education and professional development [V24]. This could be 
related to the fact that the respondents regarded newsletters of lesser 
importance, and that the utilisation of knowledge plays a small part in the 
respondents’ own continuous education and professional development. 
o The sum of 82.7% of respondents regarded the knowledge to participate 
in relevant organisations [V29.4] as “Very important” to envisage one’s 
own continuous education and professional development [V24]. The sum 
of less than 85% for this item correlates with the quantitative evidence for 
item [V48.2] (view Table 4.6), as well as with the items discussed in Skill 
domain 2: Clinical practice in this chapter. The tendency of the 
respondents to regard themselves as not inclusive of professional 
organisations is evidenced by the quantitative data and proved to be 
consistent throughout the findings. 
o The sum of 83.7% of the respondents regarded the role of the child 
nurse practitioner [V31.1] as “Very important” knowledge to educate 
other professionals and the community. This could be related to the fact 
that the respondents did not regard their role as evolving outside the 
health care setting, and therefore they believed that they do not need the 
knowledge to educate other health professionals and the community. 
 
No red flags were identified for Cronbach’s Alpha values, which implies that 
the values were higher than 0.6. This implies good internal consistency 
reliability between the items.  
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Table 4.7 reflects the skill of education in practice in domain 3. The 
domain consisted of eight factors − [V52] to [V59] − and related items. The 
sums of the majority of items in this domain were 85% and above, except for 
the red flags              in the following items which had sums less than 85%: 
o The sum of 81.5% of the respondents regarded the skill to participate in 
committees within and outside the clinical practice and professional 
organisation as “Very important” [V58.3]. This could be related to the fact 
that the respondents did not regard themselves as having a responsibility 
to participate on committees within and outside the clinical practice and 
professional organisation and therefore did not need the skill to educate 
other professionals and the community [V58]. This relates to the 
quantitative evidence reported and discussed in Knowledge domain 3: 
Education in practice [V31.1]. 
o The sum of 83.7% of the respondents regarded the skill to develop case 
studies [V59.6] as “Very important” to take responsibility for own 
professional development [V59]. This corresponds with the quantitative 
evidence reported and discussed in Knowledge domain 3: Education in 
practice, item [V24.7]: Knowledge to develop case studies. Item 
[V24.7] corresponds with a sum less than 85%. 
o The sum of 71.6% of the respondents regarded the skill to write for 
newsletters [V59.7] as “Very important” to take responsibility for own 
professional development [V59]. This corresponds with the quantitative 
evidence reported and discussed in Knowledge domain 3: Education in 
practice, item [V24.8]: Knowledge to utilise newsletters. Item [V24.8] 
corresponds with a sum less than 85%. Both items [V59.7] and [V24.8] 
relate to item [V24.6]: Knowledge to develop writing skills in the 
Knowledge domain 3: Education in practice.  
o The sum of 77.8% of the respondents regarded the skill to participate in 
relevant professional organisations [V59.8] as “Very important” to take 
responsibility for own professional development [V59]. The sum of less 
than 85% for this item correlates with the quantitative evidence of item 
[V29.4] and [V48.2]. It is also consistent with all of the items on 
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participation in professional organisations which is knowledge related or 
skill related. 
 
No red flags were identified for Cronbach’s Alpha values, which implies that 
the values were higher than 0.6. This implies good internal consistency 
reliability between the items.  
 
 Literature control 
 
The following literature discussion underpins the importance of knowledge 
and skill in education for child nursing practice and delineating the 




The Concise Oxford English Dictionary (2006:455) defines education as ”the 
process of educating or being educated, the theory and practice of teaching”. 
Bastable (2003:10) regards education as a process which is sequential, 
systematic and planned. 
 
Bastable (2003:7-8) describes factors which influence the nursing practice in a 
significant way, and which contributes to the escalation in the complexity of 
treatment and care related to advanced technology and early hospital 
discharge programmes. These factors also play a role in education in the child 
nursing practice, especially where family-centred care is selected as an 
approach to manage care of the child. Education ensures that the child and 
the family receive appropriate information which empowers them to solve their 
problems independently, improve compliance, and improve self-management 
activities. 
 
Red flags                 were identified for items [V24.6]; [V24.7]; [V24.8]; [24.9] 
and [V31.1] in the knowledge domain as well as items [V58.3]; [V59.6]; 
[V59.7] and [V59.8] in the skill domain. Education in the child nursing practice 
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is not solely aimed at the needs of the child and the family, but includes all 
members of the multiprofessional team. In order to manage the red flags, the 
view of Bastable (2003:10,12), who acknowledges education as an important 
collaborative effort in the role of the nurse as educator can be applied. The 
author encourages nurse practitioners to capture the role of educator and 
includes it as part of the professional domain of nursing practice (Bastable 
2003:13). In line with the professional domain of nursing practice, it is 
important to Bastable (2003:4) for the nurse practitioner to develop on-going 
practice competencies through continuous education efforts which she 
regards as part of education. 
 
Uniquely South African 
 
Gibbs et al (2004:5) opine that education is a process which deals with 
unknown circumstances and outcomes. To these authors the education 
process is complex and requires synthesis of knowledge, skill and 
experiences to solve problems. It also includes aspects such as principles and 
values and not only standards and criteria. Gibbs et al (2004:5) accept that 
education consists of processes and, when broken down into fundamental 
components, includes training, instruction, initiation and induction. 
 
Van der Horst and McDonald (2009:3-4) state the focus of education has 
changed to a people-centred approach which aims for the development of 
knowledge, skill, attitudes and values. 
 
The child nurse practitioner as educator has the responsibility to promote 
optimum health to all children of all age groups and their families. As an 
educator, the child nurse practitioner explains procedures and treatment 
modalities, ensures that the child and the family receives appropriate 
information for correct decision making, and applies principles of teaching to 
develop staff members who is part of the multiprofessional team. 
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According to the SANC (2004:43-44), continuing education can constitute the 
following: 
o Utilising the Nursing Act and the Regulations, the Code of Ethics and 
Professional Practice of the South African Nursing Council, and the body 
of scientific knowledge by applying the principles of primary health care in 
service rendering for maintaining professional excellence. 
o Carrying out regular reviews and exploring and utilising opportunities for 
professional development. 
o Identifying one’s own learning needs for improving practice and enhancing 
professional knowledge. 
o Participating in self-directed learning activities aimed at broadening 
knowledge base for professional practice. 
o Assuming responsibility for lifelong learning and maintaining competence 
o Contributing to the educational and professional development of students 
and colleagues. 
o Acting as an effective mentor. 
o Utilising opportunities to learn together with others, thus contributing to 
health care. 
 
The above application of the SANC view regarding continuing education can 
be utilised to address the red flags identified for items [V24.6]; [V24.7]; 
[V24.8]; [24.9] and [V31.1] in the knowledge domain as well as [V58.3]; 
[V59.6]; [V59.7] and [V59.8] in the skill domain from the viewpoint of a South 
African professional organisation. 
 
Some of the competencies essential for the child nurse practitioner to develop 
during continuing education, are the applications of educational principles, 
knowledge of cognitive development during childhood, thinking processes, 
role play, demonstration, assessment and feedback skills. The child nurse 
practitioners should also develop the ability of self-reflection to identify their 
own learning needs in order to plan for the fulfilment of these learning needs. 
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Jooste (2010:222) regards education and teaching of relevant information 
needed for practicing nursing care of importance to achieve competence in 
clinical practice. 
 
4.4.7 Knowledge domain 4: Quality of practice [V32.1-V35.18] 
 
Quality of practice was the fourth knowledge domain and consisted of four 
factors, namely: 
o Knowledge of challenges [V32.1-V32.2] 
o Knowledge of quality improvement [V33.1-V33.4] 
o Knowledge to develop and support strategies for practice development 
[V34.1-V34.3] 
o Knowledge of evidence-based practice [V35.1-V35.18] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as indicated in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
four factors is provided, followed by a summary of the statistical data in table 
format. The findings of the four factors are discussed as it relates to current 
literature. A table guides the analysis, indicating the findings.  
 
4.4.7.1 Knowledge of challenges [V32.1-V32.2] 
 
Factor 32 reflected the knowledge of challenges [V32.1-V32.2]. The factor 
consisted of two items. The sum totals of items [V32.1] and [V32.2] were 85% 
and above, indicating that both items should be included in the programme for 
Child Nursing Science (view Table 4.8). No red flags were identified for this 
factor. 
 
The Cronbach Alpha values for items [V32.1] and [V32.2] were all above 0.6, 
which indicated a good internal consistency and was regarded as satisfactory 
for all the variables. 
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4.4.7.2 Knowledge of quality improvement [V33.1-V33.4] 
 
Factor 33 reflected the knowledge of quality improvement [V33.1-V33.4]. The 
factor consisted of four items. The sum totals of items [V33.1] to [V33.4] were 
85% and above, indicating that all these items should be included in the 
programme for Child Nursing Science (view Table 4.8). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V33.1] to [V33.4] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.7.3 Knowledge to develop and support strategies for practice 
development [V34.1-V34.3] 
 
Factor 34 reflected the knowledge to develop and support strategies for 
practice development [V34.1-V34.3]. The factor consisted of three items. The 
sum totals of items [V34.1] to [V34.3] were 85% and above, indicating that all 
these items should be included in the programme for Child Nursing Science 
(view Table 4.8). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V34.1] to [V34.3] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.7.4 Knowledge of evidence-based practice [V35.1-V35.18] 
 
Factor 35 reflected the knowledge of evidence-based practice [V35.1-V35.18]. 
The factor consisted of 18 items. The sum totals of items [V35.1] to [V35.3], 
[V35.7] to [V.35.10] and [V35.13] to [V35.18] were 85% and above, indicating 
that all these items should be included in the programme for Child Nursing 
Science (view Table 4.8). 
 





 - 273 - 
A red flag            was identified for items [V35.4] to [V35.6] and [V35.11] to 
[V35.12]. The sum totals of these items were less than 85%, indicating that 
these items should not be included in the programme for Child Nursing 
Science (view Table 4.8). 
 
The Cronbach Alpha values for items [V35.1] to [V35.18] were all above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
The results of each of the factors and related items are reflected in Table 4.8. 
 
Table 4.8: Knowledge domain 4: Quality of practice 
Knowledge domain 4: Quality of practice 






















































































32. Knowledge of challenges 
[V32.1] Recognises challenges as basis 
for research and/or quality activities 
81 1 
42 (51.9) 32 (39.5) 
5 (6.2) 2 (2.5) 0.858 
Sum: 74 (91.4) 
[V32.2] Contributes to research and/or 
quality priorities 81 1 
39 (48.1) 30 (37.0) 
9 (11.1) 3 (3.7) 0.858 
Sum: 69 (85.1) 
33. Knowledge of quality improvement 
[V33.1] Quality improvement 
techniques and activities 79 3 
50 (63.3) 25 (31.6) 
2 (2.5) 2 (2.5) 0.878 
Sum: 75 (94.9) 
[V33.2] Communication of quality 
activity results 80 2 
48 (60.0) 26 (32.5) 
3 (3.8) 3 (3.8) 0.842 
Sum: 74 (92.5) 
[V33.3] Incorporation of quality 
improvement into practice 80 2 
46 (57.6) 28 (35.0) 
3 (3.8) 3 (3.8) 0.890 
Sum: 74 (92.6) 
[V33.4] Change strategies 80 2 
44 (55.0) 32 (40.0) 
1 (1.2) 3 (3.8) 0.799 
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34. Knowledge to develop and support strategies for practice development  
[V34.1] Organisational vision, mission, 
philosophy and goals 81 1 
50 (61.7) 22 (27.2) 
6 (7.4) 3 (3.7) 0.922 
Sum: 72 (88.9) 
[V34.2] Plans and assesses for practice 
development 81 1 
50 (61.7) 25 (30.9) 
4 (4.9) 2 (2.5) 0.824 
Sum: 75 (92.6) 
[V34.3] Applies organisational vision, 
mission, philosophy and goals to child 
nursing care planning, delivery and 
assessment 
81 1 
48 (59.3) 27 (33.3) 
3 (3.7) 3 (3.7) 0.884 
Sum: 75 (92.6) 
35.Knowledge of evidence-based practice 
[V35.1] Quality improvement processes 81 1 
44 (54.3) 31 (38.3) 
4 (4.9) 2 (2.5) 0.853 
Sum: 75 (92.6) 
[V35.2] Research principles 81 1 
36 (44.4) 33 (40.7) 
10 (12.3) 2 (2.5) 0.876 
Sum: 69 (85.1) 
[V35.3] Incorporates findings into child 
nursing practice 
80 2 
40 (50.0) 35 (43.8) 
3 (3.8) 2 (2.5) 0.846 
Sum: 75 (93.8) 
[V35.4] Participates in research 81 1 
35 (43.2) 32 (39.5) 
12 (14.8) 2 (2.5) 0.819 
Sum: 67 (82.8) 
[V35.5] Contributes to the development 
of research proposals 
81 1 
31 (38.3) 33 (40.7) 
15 (18.5) 2 (2.5) 0.915 
Sum: 64 (79.0) 
[V35.6] Collaborates with role players in 
research 
81 1 
32 (39.5) 33 (40.7) 
14 (17.3) 2 (2.5) 0.882 
Sum: 65 (80.2) 
[V35.7] Conducts literature reviews to 
improve child practice 81 1 
50 (61.7) 22 (27.2) 
6 (7.4) 3 (3.7) 0.821 
Sum: 72 (88.9) 
[V35.8] Psychosocial effects of research 
on the child and family 80 2 
41 (51.2) 32 (40.0) 
5 (6.2) 2 (2.5) 0.860 
Sum: 73 (91.2) 
[V35.9] Support to the child and family 
participating in research or quality 
activities 
80 2 
42 (52.5) 31 (38.8) 
7 (8.8) 0 0.876 
Sum: 73 (91.3) 
[V35.10] Data and record protection 80 2 
51 (63.8) 32 (28.8) 
4 (5.0) 2 (2.5) 0.862 
Sum: 83 (92.6) 
35.Knowledge of evidence-based practice 
[V35.11] Child nurse practitioner is 
member of relevant groups/committees/ 
boards 
80 2 
25 (31.2) 39 (48.8) 
13 (16.2) 3 (3.8) 0.829 
Sum: 64 (80.0) 
[V35.12] Contributes to different 
forums 80 2 
27 (33.8) 37 (46.2) 
13 (16.2) 3 (3.8) 0.874 
Sum: 64 (80.0) 
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[V35.13] Shares specialist knowledge 
and perspectives 80 2 
38 (47.5) 35 (43.8) 
5 (6.2) 2 (2.5) 0.772 
Sum: 73 (91.3) 
[V35.14] Involved in clinical governance 79 3 
38 (48.1) 30 (38.0) 
8 (10.1) 3 (3.8) 0.712 
Sum: 68 (86.1) 
[V35.15] Involved in risk management 79 3 
54 (68.4) 20 (25.3) 
3 (3.8) 2 (2.5) 0.753 
Sum: 74 (93.7) 
[V35.16] Involved in clinical auditing 80 2 
41 (51.2) 29 (36.2) 
7 (8.8) 3 (3.8) 0.670 
Sum: 70 (87.4) 
[V35.17] Inclusion of children and 
families in relevant organisational 
decision making 
80 2 
37 (46.2) 33 (41.2) 
7 (8.8) 3 (3.8) 0.875 
Sum: 70 (87.4) 
[V35.18] Supports children and families 
to participate in relevant organisational 
committees/groups 
80 2 
37 (46.2) 32 (40.0) 
9 (11.2) 2 (2.5) 0.879 
Sum: 69 (86.2) 
* All entries are frequencies in percentage (%) 
 
 
4.4.8 Skill domain 4: Quality of practice [V60.1-V63.13] 
 
Quality of practice was the fourth skill domain and consisted of four factors, 
namely: 
o Skill to address challenges [V60.1-V60.2] 
o Skill to improve quality [V61.1-V61.4] 
o Skill to develop and support the strategic direction for practice 
development [V62.1-V62.2] 
o Skill to apply principles of evidence-based practice [V63.1-V63.13] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as reflected in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of the 
four factors is provided, followed by a summary of the statistical data in table 
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format. The findings of the four factors are discussed as it relates to current 
literature. A table guides the analysis, indicating findings.  
 
4.4.8.1 Skill to address challenges [V60.1-V60.2] 
 
Factor 60 reflected the skill to address challenges [V60.1-V60.2]. The factor 
consisted of two items. The sum totals of items [V60.1] and [V60.2] were 85% 
and above, indicating that both items should be included in the programme for 
Child Nursing Science (view Table 4.9). No red flags were identified for this 
factor. 
 
The Cronbach Alpha values for items [V60.1] and [V60.2] were above 0.6, 
which indicated a good internal consistency and was regarded as satisfactory 
for the variables. 
 
4.4.8.2 Skill to improve quality [V61.1-V61.4] 
 
Factor 61 reflected the skill to improve quality [V61.1-V61.4]. The factor 
consisted of four items. The sum totals of items [V61.1] to [V61.4] were 85% 
and above, indicating that these items should be included in the programme 
for Child Nursing Science (view Table 4.9). No red flags were identified for 
this factor. 
 
The Cronbach Alpha values for items [V61.1] to [V61.4] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
 
4.4.8.3 Skill to develop and support the strategic direction for  practice 
development [V62.1-V62.2] 
 
Factor 62 reflected the skill to develop and support the strategic direction for 
practice development [V62.1-V62.2]. The factor consisted of two items. The 
sum totals of items [V62.1] and [V62.2] were 85% and above, indicating that 
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both items should be included in the programme for Child Nursing Science 
(view Table 4.9). No red flags were identified for this factor. 
 
The Cronbach Alpha values for items [V62.1] and [V62.2] were above 0.6, 
which indicated a good internal consistency and was regarded as satisfactory 
for all variables. 
 
4.4.8.4 Skill to apply principles of evidence-based practice [V63.1-
V63.13] 
 
Factor 63 reflected the skill to apply principles of evidence-based practice 
[V63.1-V63.13]. The factor consisted of 13 items. The sum totals of items 
[V63.1] to [V63.3] and [V63.7] to [V63.13] were 85% and above, indicating that 
these items should be included in the programme for Child Nursing Science 
(view Table 4.9). 
 
A red flag              was identified for items [V63.4] to [V63.6]. The sum of 
these items [V63.4] to [V63.6] was less than 85%, indicating that these items 
should not be included in the programme for Child Nursing Science (view 
Table 4.9). 
 
The Cronbach Alpha values for items [V60.1] to [V60.13] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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Table 4.9: Skill domain 4: Quality of practice 
Skill domain 4: Quality of practice 























































































60. Skill to address challenges 
[V60.1] Recognises issues/problems for 
possible investigation 81 1 
49 (60.5) 28 (34.6) 
3 (3.7) 1 (1.2) 0.821 
Sum: 77 (95.1) 
[V60.2] Contributes to the identification 
of research and quality priorities 
80 2 
39 (48.8) 33 (41.2) 
7 (8.8) 1 (1.2) 0.885 
Sum: 72 (90.0) 
61. Skill to improve quality 
[V61.1] Participates in quality activities 81 1 
51 (63.0) 25 (30.9) 
3 (3.7) 2 (2.5) 0.912 
Sum: 76 (93.9) 
[V61.2] Communicates results of 
quality activities 81 1 
49 (60.5) 26 (32.1) 
2 (2.5) 4 (4.9) 0.920 
Sum: 75 (92.6) 
[V61.3] Incorporates quality 
improvement into practice 81 1 
49 (60.5) 27 (33.3) 
2 (2.5) 3 (3.7) 0.911 
Sum: 76 (93.8) 
[V61.4] Utilises strategies to manage 
change 81 1 
47 (58.0) 27 (33.3) 
4 (4.9) 3 (3.7) 0.929 
Sum: 74 (91.3) 
62 Skill to develop and support the strategic direction for practice development 
[V62.1] Participates in organisational 
planning and assessing 81 1 
46 (56.8) 28 (34.6) 
5 (6.2) 2 (2.5) 0.885 
Sum: 74 (91.4) 
[V62.2] Applies the principles of 
organisational vision, mission, 
philosophy, goals to child nursing care 
planning, delivery and assessment 
81 1 
49 (60.5) 25 (30.9) 
3 (3.7) 4 (4.9) 0.872 
Sum: 74 (91.4) 
63. Skill to apply principles of evidence-based practice 
[V63.1] Demonstrates knowledge of 
quality improvement processes 
81 1 
49 (60.5) 28 (34.6) 
2 (2.5) 2 (2.5) 0.856 
Sum: 77 (95.1) 
[V63.2] Demonstrates knowledge of 
research principles 
81 1 
40 (49.4) 35 (43.2) 
4 (4.9) 2 (2.5) 0.862 
Sum: 75 (92.6) 
[V63.3] Applies research and quality 
findings in child practice 
81 1 
41 (50.6) 35 (43.2) 
3 (3.7) 2 (2.5) 0.854 
Sum: 76 (93.8) 
[V63.4] Seeks opportunities to 
participate in research 81 1 
34 (42.0) 32 (39.5) 
13 (16.0) 2 (2.5) 0.882 
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Skill domain 4: Quality of practice 























































































63. Skill to apply principles of evidence-based practice 
[V63.5] Contributes to the development 
of research proposals 81 1 
32 (39.5) 34 (42.0) 
13 (16.0) 2 (2.5) 0.958 
Sum: 66 (81.5) 
[V63.6] Collaborates with all 
appropriate role players in undertaking 
research 
81 1 
35 (43.2) 33 (40.7) 
11 (13.6) 2 (2.5) 0.905 
Sum: 68 (83.9) 
[V63.7] Applies literature related to 
child needs or issues 
81 1 
42 (51.9) 29 (35.8) 
6 (7.4) 4 (4.9) 0.895 
Sum: 71 (87.7) 
[V63.8] Application of research findings 80 2 
37 (46.2) 33 (41.2) 
5 (6.2) 5 (5.2) 0.871 
Sum: 70 (87.4) 
[V63.9] Clinical judgement skill 
regarding ethical research practices in 
child nursing 
81 1 
47 (58.0) 28 (34.6) 
3 (3.70 3 (3.7) 0.868 
Sum: 75 (92.6) 
[V63.10] Explains the probable 
psychosocial effects of research on the 
child and family 
81 1 
44 (54.3) 30 (37.0) 
5 (6.2) 2 (2.5) 0.924 
Sum: 74 (91.3) 
[V63.11] Supports the child and family 
participating in research or quality 
activities 
81 1 
44 (54.3) 28 (34.6) 
7 (8.6) 2 (2.5) 0.871 
Sum: 72 (88.9) 
[V63.12] Maintains confidentiality and 
privacy of information 
81 1 
59 (72.8) 17 (21.0) 
2 (2.5) 3 (3.7) 0.780 
Sum: 76 (93.8) 
[V63.13] Safe data keeping 81 1 
54 (66.7) 22 (27.2) 
3 (3.7) 2 (2.5) 0.841 
Sum: 76 (93.9) 





Table 4.8 reflects the knowledge of quality of practice in domain 4. 
Knowledge domain 4: Quality of practice consisted of four factors − [V32] 
to [V35] − and related items. The sums of the majority of frequencies for the 
items in this domain were 85% and above, except for the red flags identified 
for the following items which had sums less than 85%: 
o The sum of 82.8% of the respondents regarded participation in research 
[V35.4] as “Very important” knowledge for evidence-based practice 
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[V35]. This could be related to the fact that respondents were not involved 
in evidence-based research activities. The quantitative evidence of this 
item reflects on the choices of the respondents for items [V49.1] to [V49.3] 
in the Skill domain 2: Clinical practice. Sums less than 85% were 
evident. The respondents were precluded from obtaining information and 
participating in research due to the low degree of involvement in 
professional associations, forums and organisations.  
o The sum of 79.0% of the respondents regarded knowledge to contribute to 
the development of research proposals [V35.5] as “Very important” 
knowledge for evidence-based practice [V35]. This quantitative evidence 
relates to the discussion given in the previous red flag item [V35.4]: 
Knowledge to participate in research. 
o The sum of 80.2% of the respondents regarded knowledge to collaborate 
with role players in research [V35.6] as “Very important” knowledge for 
evidence-based practice [V35]. This quantitative evidence relates to the 
discussion given for both the red flag items [V35.4]: Knowledge to 
participate in research, and [V35.5]: Knowledge to collaborate with 
role players in research. 
o The sum of 80.0% of the respondents regarded the knowledge of 
evidence-based practice [V35] which can be obtained by membership of 
relevant groups/committees/boards [V35.11] as “Very important”. This 
quantitative evidence relates with the evidence for items [V35.4] to [V35.6] 
as well as the data discussed for the red flags in Knowledge domain 3: 
Education in practice [V24.9]: Participate in relevant professional 
organisations (view Table 4.6). 
o The sum of 80.0% of the respondents regarded to contribute to different 
forums [V35.12] as “Very important” knowledge for evidence-based 
practice [V35]. This item relates to the quantitative evidence discussed in 
the previous red flag items [V35.4] to [V35.6] and [V35.11]. Take note of 
the close relationship between the frequencies (in percentages) of the 
sums for the different items (view Table 4.8). 
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No red flags were identified for Cronbach’s Alpha values, which implies that 
the values are higher than 0.6. This implies good internal consistency 
reliability between the items. 
 
Table 4.9 reflects the skill of quality of practice in domain 4. Skill domain 
4: Quality of practice consisted of four (4) factors − [V60] to [V63] − and 
related items. The sums of the majority of the items in this domain were 85% 
and above, except for the red flags              identified in the following items 
which had sums less than 85%: 
o The sum of 81.5% of the respondents regarded the skill to seek 
opportunities to participate in research [V63.4] as “Very important” to 
apply principles of evidence-based practice [V63]. This quantitative 
evidence correlates with the findings of item [V35.4] in Knowledge 
domain 4: Quality of practice. The sum for the item was also less than 
85%. 
o The sum of 81.5% of the respondents regarded the skill to contribute to 
research protocols [V63.5] as “Very important” to apply principles of 
evidence-based practice [V63]. This item relates to the findings in the 
previous item [V63.4] and correlates with the quantitative evidence of the 
corresponding item [V35.5] in the discussion under Knowledge domain 4: 
Quality of practice. Take note of the close relationship between the 
frequencies (in percentages) of the sums for the items [V63.4] and [V63.5]. 
o The sum of 83.9% of the respondents regarded the skill to collaborate with 
all appropriate role players in undertaking research [V63.6] as “Very 
important” to apply the principles of evidence-based practice [V63]. This 
quantitative evidence correlates with the findings of item [V35.6] in 
Knowledge domain 4: Quality of practice. The sum for the item was 
also less than 85%. 
 
No red flags were identified for Cronbach’s Alpha values, which implies that 
the values are higher than 0.6. This implies good internal consistency 
reliability between the items. 
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 Literature control 
 
The following literature discussion underpins the importance of knowledge 
and skill of quality of child nursing practice and delineating the international 




Estabrooks (1998:19) is of the opinion that nurse practitioners can contribute 
to the development of practice related knowledge and should systematically 
investigate issues concerning the nursing practice. Quality for child nursing 
practice seeks to improve child care through scientific inquiry, and applies 
evidence-based principles to clinical practice to improve the outcome of direct 
child nursing practice. This scrutiny addresses the red flags              identified 
for knowledge items [V35.4]; [V35.5]; [V35.6]; [V35.11]; [V35.12] and the 
corresponding skill items [V63.4]; [V63.5] and [V63.6].  
 
Pelander and Leino-Kilpi (2004:139) conducted a study in which they 
evaluated the quality of child nursing care by examining the expectations of 
children concerning quality of nursing. In their recommendations, Pelander 
and Leino-Kilpi (2004:149) urge child nurse practitioners to do research in 
order to contribute to the quality of child nursing practice.  
 
According to Brown, Wickline, Ecoff and Glaser (2009:372), only after barriers 
to evidence-based practice have been identified and addressed, can 
strategies be planned and implemented to successfully move evidence into 
nursing practice. 
  
According to the Concise Oxford English Dictionary (2006:1174), quality is a 
“standard or certain level of excellence which is obtained when it is measured 
against something of a similar kind”. 
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Uniquely South African 
 
Quality improvement, according to the SANC (2004:42-43), includes the 
following aspects for nurse practitioners to participate in and conduct 
inventories to gain accurate information on the following:  
o The human resources available to individuals, families and communities 
(numbers, numbers by skill mix, specialisation). 
o Distribution and accessibility of health services. 
o Acceptability and access of health services to health care users. 
o Assess the competencies of non-professional community workers, 
traditional health care providers, family members and volunteers to provide 
specific, simple and agreed upon care. 
o Familiarise the self with cost of material resources. 
o Promote/identify ways of containing health care costs without 
compromising standards. 
o Participate in multidisciplinary quality assurance task groups at various 
levels. 
o Participate in peer review based on the agreed upon quality assurance 
monitoring indicators and tools. 
 
Essential knowledge competencies included for the child nurse practitioner in 
this regard are the methodology and evaluation of performance improvement, 
group dynamics and basic knowledge of data analysis, and interpretation. Skill 
required includes problem solving, ability to prioritise and organise work, and 
communication skills. 
 
Research is another aspect which the SANC (2004:44-45) recognises as 
important for quality of practice. The following are the competencies needed 
for quality, according to the SANC (2004:44-45), which also address the red 
flags            identified for knowledge items [V35.4]; [V35.5]; [V35.6]; [V35.11]; 
[V35.12] and the corresponding skill items [V63.4]; [V63.5] and [V63.6]:  
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o Collaboration with other members of the health care team to identify actual 
and potential areas for nursing and health research in order to improve or 
maintain quality care. 
o Utilisation of the process of scientific enquiry in nursing and health-related 
matters/problems. 
o Utilisation of the above findings to improve the quality of care. 
o Demonstration of an understanding of the scientific approach to nursing. 
o Interpretation and application of research findings to nursing practice. 
 
The development and improvement of knowledge and skills of problem 
identification, writing and reading, problem solving, the research process, data 
analysis, the utilisation of research findings and participation in projects are a 
few examples the child nurse practitioner can utilise as very useful methods to 
acquire the necessary competencies. 
 
According to Jooste (2010:222), research is an essential aspect to ensure 
quality in practice because of the changing needs of the clients. This implies 
that the child nurse practitioners have to participate in research, or utilise 
research findings, to ensure ongoing quality in child nursing. 
 
The factors and related items identified for Knowledge domain 4: Quality of 
practice [V32] to [V35] and Skill domain 4: Quality of practice [V60] to 
[V63] reflect these competencies. 
 
4.5 SECTION D: ATTITUDE REQUIRED BY THE CHILD NURSE 
PRACTITIONER 
 
Data obtained for Section D of this study reflected on attitude as one of the 
competencies required by the child nurse practitioner. Section D is discussed 
in terms of one factor and related items, namely: 
o Attitude for child nurse practitioners 
 
Attitude of child nurse practitioners are discussed in Section 4.5.1. 
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Attitude required by the child nurse practitioner was the third competency and 
consisted of one factor, namely: 
o Attitude of child nurse practitioners [V64.1-V64.24] 
 
In order to present the research results, discussion and analysis in a 
meaningful manner, the presentation is guided by the colours and the 
headings of the factors as depicted in the structured, self reported 
questionnaire (view Annexure B.2). An overview of the quantitative data of 
one factor is provided, followed by a summary of the statistical data in table 
format. The findings of the factor are discussed as it relates to current 
literature. A table guides the analysis, indicating the findings.  
 
4.5.1 Attitude of child nurse practitioners [V64.1-V64.24] 
 
Factor 64 reflected the attitudes of child nurse practitioners [V64.1-V64.24]. 
The factor consisted of 24 items. The sum totals of items [V64.1] to [V64.24] 
were 85% and above, indicating that these items should be included in the 
programme for Child Nursing Science (view Table 4.10). No red flags were 
identified for this factor. 
 
The Cronbach Alpha values for items [V64.1] to [V64.24] were above 0.6, 
which indicated a good internal consistency between the items and was 
regarded as satisfactory for all the variables. 
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Table 4:10: Attitude of child nurse practitioners 
Attitude required by the child nurse practitioners 























































































64. Attitude of child nurse practitioners 
[V64.1] Respect for the family-centred 
care approach 
81 1 
63 (77.8) 15 (18.5) 
1 (1.2) 2 (2.5) 0.901 
Sum: 78 (96.3) 
[V64.2] Showing unique insight into 
inherent dignity 
81 1 
60 (74.1) 18 (22.2) 
0 3 (3.7) 0.932 
Sum: 78 (96.3) 
[V64.3] Non-judgemental approach 81 1 
60 (74.1) 18 (22.2) 
0 3 (3.7) 0.920 
Sum: 78 (96.3) 
[V64.4] Values family knowledge 81 1 
57 (70.4) 19 (23.5) 
3 (3.7) 2 (2.5) 0.878 
Sum: 76 (93.9) 
[V64.5] Accepts family-centred decision 
making 
81 1 
65 (69.1) 20 (24.7) 
3 (3.7) 2 (2.5) 0.861 
Sum: 85 (93.8) 
[V64.6] Respect for the self 81 1 
59 (72.8) 19 (23.5) 
0 3 (3.7) 0.946 
Sum: 78 (96.3) 
[V64.7] Respect for the views of the 
child and family 
81 1 
58 (71.6) 19 (23.5) 
1 (1.2) 3 (3.7) 0.944 
Sum: 77 (95.1) 
[V64.8] Accepts responsibilities for 
nursing care and duties 81 1 
65 (80.2) 13 (16.0) 
0 3 (3.7) 0.937 
Sum: 78 (96.2) 
[V64.9] Accepts responsibilities for the 
demands of the practice 81 1 
63 (77.8) 15 (18.5) 
1 (1.2) 2 (2.5) 0.890 
Sum: 78 (96.3) 
[V64.10] Honesty 81 1 
67 (82.7) 11 (13.6) 
1 (1.2) 2 (2.5) 0.911 
Sum: 78 (96.3) 
[V64.11] Fairness 81 1 
69 (85.2) 9 (11.1) 
1 (1.2) 2 (2.5) 0.905 
Sum: 78 (96.3) 
[V64.12] Reliable team member 81 1 
63 (77.8) 14 (17.3) 
2 (2.5) 2 (2.5) 0.892 
Sum: 77 (95.1) 
[V64.13] Trustworthy when delivering 
child care 80 2 
67 (83.8) 10 (12.5) 
1 (1.2) 2 (2.5) 0.911 
Sum: 77 (96.3) 
[V64.14] Accepts accountability for 
decisions and child nursing care 
activities 
81 1 
68 (84.0) 10 (12.3) 
1 (1.2) 2 (2.5) 0.898 
Sum: 78 (96.3) 
[V64.15] Respect for all legal rights 
regarding child care 81 1 
65 (80.2) 12 (14.8) 
2 (2.5) 2 (2.5) 0.926 
Sum: 77 (95.0) 
[V64.16] Objectivity in differing values, 
beliefs and child health practices 81 1 
59 (72.8) 17 (21.0) 
3 (3.7) 2 (2.5) 0.862 
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Attitude required by the child nurse practitioners 























































































[V64.17] Demonstrates attributes of 
caring: empathy, trust, respect, dignity, 
compassion 
81 1 
66 (81.5) 12 (14.8) 
1 (1.2) 2 (2.5) 0.927 
Sum: 78 (96.3) 
[V64.18] Cultural sensitive approach to 
the child and family 81 1 
57 (70.4) 19 (23.5) 
4 (4.9) 1 (1.2) 0.838 
Sum: 76 (93.9) 
[V64.19] Self-image as child nurse 
practitioner 81 1 
62 (76.5) 16 (19.8) 
2 (2.5) 1 (1.2) 0.902 
Sum: 78 (96.3) 
[V64.20] Adaptability under difficult 
circumstances 81 1 
65 (80.2) 13 (16.0) 
0 3 (3.70 0.947 
Sum: 78 (96.0) 
[V64.21] Demonstrates integrity 81 1 
66 (81.5) 12 (14.8) 
0 3 (3.7) 0.935 
Sum: 78 (96.3) 
[V64.22] Values and acknowledges the 
knowledge of others 
81 1 
60 (74.1) 17 (21.0) 
1 (1.2) 3 (3.7) 0.924 
Sum: 77 (95.1) 
[V64.23] Values and acknowledges the 
skills of others 
81 1 
59 (72.8) 18 (22.2) 
1 (1.2) 3 (3.7) 0.946 
Sum: 77 (95.0) 
[V64.24] Commitment towards quality 
care 
80 2 
65 (81.2) 12 (15.0) 
0 3 (3.8) 0.942 
Sum: 77 (96.2) 




Table 4.10 reflects the attitudes required by child nurse practitioners and 
consists of one factor [V64] and related items. No red flag was identified for 
any of the items. All the sums of the frequencies of the items were above 
85%. Take note that the frequencies (expressed in the form of 
percentages) for the sums are all more than 93%. 
 
No red flags were identified for Cronbach’s Alpha values, which implies that 
the values are higher than 0.6. This implies good internal consistency 
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 Literature control 
 
The following literature discussion underpins the importance of attitudes in 





Moral attitude was the focus of a study conducted by Naden and Eriksson 
(2004:87). The respondents in this study pointed out the importance of 
respect, responsibility and honesty as values fundamental to attitude (Naden 
& Eriksson 2004:88). Further aspects of attitude identified in this study were a 
deep respect for patients and courage and obligation towards them. 
 
Uniquely South African 
 
Steel and Harmon (cited in Pera & Van Tonder 2005:8) regard attitude as an 
important feature of a professional individual, and advocate that ‘attitude’ 
includes components such as cognitive affection and behaviour. 
 
The factor and related items identified for Section D: Attitude required by 




Chapter 4 provided the quantitative data of the research results in table 
format.  
 
The discussion first focused on the items in the knowledge domain and then 
the items for skill in the same domain. An extensive literature overview was 
utilised to support the discussions. The literature was discussed pursuant with 
an international overview which included supportive literature from the UK and 
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the USA in the first place, and a uniquely South African overview in the 
second place. 
 
Red flags             were identified for items with frequencies (in percentage) of 
85% and less. These items were discussed individually. 
 
Cronbach’s Alpha values less than 0.6 for internal consistency reliability 
between the items were identified with a red flag          and discussed 
separately. 
 
The conclusions and recommendations for refinement of the programme in 
Child Nursing Science presented at an NEI are discussed in Chapter 5. 
 


















Sonè’s perception of being hospitalised 
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5.1. INTRODUCTION 
 
In Chapter 4 the results and related literature control were presented. Chapter 5 
concludes with the findings of the study and these are linked to the 
recommendations. Acknowledgement of the limitations of the study is included. 
Topics for future research based on the findings are suggested.  
 
5.2 AIM AND OBJECTIVES 
 
The overall aim of this study was to explore the competencies of a programme in 
Child Nursing Science presented at an NEI in Gauteng, a province in South Africa. 
 
In order to achieve the aim of the study, the objectives were to focus on the child 
nursing practice in the setting and 
o explore the competencies required by the child nurse practitioner in the child 
nursing practice  
o refine the current programme in Child Nursing Science presented at the NEI. 
 
5.3 CONCLUSIONS AND RECOMMENDATIONS 
 
In order to meet the two objectives set for the study, the conclusions and 
recommendations relating to refinement of the programme in Child Nursing Science 
are discussed simultaneously.  
 
The following sections of the structured, self reported questionnaire will guide the 
discussion (view Annexure B.2): 
o Section A: Demographical information 
o Section B: Knowledge required by child nurse practitioners 
o Section C: Skill required by child nurse practitioners 
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5.3.1 Section A: Demographical information 
 
The structured, self reported questionnaires were completed by a majority of 77 
(97.5%) females with the highest response [21.2% (n = 14)] for the age group 35 to 
39. Initially the researcher assumed that mature (older and more experienced) 
professional practitioners were working in the child nursing practice in Gauteng. This 
perception was based on the researcher’s belief that the demands of child nursing 
practice and the subsequent degree of emotional involvement with the sick child and 
the family require mature and experienced child nurse practitioners. However, the 
researcher’s perception was incorrect as the mean age of the respondents was 38.2 
years which implies that the majority of respondents were younger than 39 years. 
Based on these findings a younger generation of child nurse practitioners was found 
in the child nursing practice in Gauteng. 
 
The majority of respondents, namely 49 (60.6%) indicated that they were trained 
child nurse practitioners. Eight (9.9%) of the respondents indicated that they were 
students. The two (2.5%) lecturers indicated that they had obtained an additional 
qualification in Child Nursing Science. Twenty-two (27.2%) of the respondents did not 
have a professional qualification in Child Nursing Science. From the data presented 
the average number of years of experience as child nurse practitioners was 10.6 
years. The experience of the child nurse practitioners was therefore regarded as 
valuable for the recommendations made in this study. As this study aimed to explore 
competencies to refine the programme in Child Nursing Science, the determination of 
a professional qualification in Child Nursing Science and the vast experience of the 
respondents were regarded as important to increase validity of the results. 
 
The majority of the respondents namely 49.4% (n = 40) worked in the public sector. 
This data was consistent with the description of the number (n = 28) of public health 
care facilities available for children in Gauteng. Experience obtained in these facilities 
was valuable to use when the competencies required for the programme in Child 
Nursing Science were explored, since it could lead to valuable inputs for the 
refinement of the programme. 
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Based on the data, it is evident that the respondents managed all types of patients 
with associated health problems/needs as identified in the structured, self reported 
questionnaire. The majority (n = 66 [93%]) of the respondents indicated that they 
managed patients with surgical associated health problems/needs, followed by 
medical associated health problems/needs (n = 61 [85.9%]), paediatric 
emergencies/trauma (n = 36 [76.6%]), paediatric intensive care (n = 25 [56.8%]), 
infants in neonatal intensive care (n = 25 [52.1%]), oncological health care 
problems/needs (n = 16 [37.2%]) and “other” (n = 5 [22.7%]). 
 
5.3.1.1 Recommendations  
 
The demographical information was regarded as a form of census of the number of 
child nurse practitioners with a professional qualification in Child Nursing Science in 
Gauteng. 
 
The following recommendations can be made based on the demographical 
information: 
o The younger generation child nurse practitioners had well-developed knowledge 
and skill in technology and information access which enabled them to have 
unlimited options to informatics and accurate global options. Refinement of the 
competencies for the programme in Child Nursing Science should provide 
challenging options for the younger generation professional nurse to develop, 
reflect and improve child nursing practice. By utilising and expanding these 
competencies the profession Child Nursing Science can be improved. When it is 
recognised by the child nursing practice that the refined programme in Child 
Nursing Science is thought-provoking and challenging, more of the younger 
generation registered professional practitioners would select the specialty as an 
option for further education. 
o Child nursing may be regarded as a nurturing environment for female child nurse 
practitioners. Male child nurse practitioners are the minority. This statement 
should be explored further. The researcher regards refinement of competencies 
for the programme in Child Nursing Science as the first step to increase 
awareness in the underrepresented groups that Child Nursing Science is a 
dynamic, challenging and an option to all, males included. 
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o In the view that Gauteng has the highest number of health care facilities for sick 
children and the densest population in the country, training of child nurse 
practitioners for this province should seriously be reconsidered and motivated for. 
According to the evidence there is too few trained child nurse practitioners to 
ensure quality care of sick children in health care facilities, but the researcher had 
to bear in mind the fact that not all trained child nurse practitioners participated in 
this study. Education in the clinical specialty of child nursing needs to be 
advertised in order to increase the numbers of child nurse practitioners. 
o One aspect which can be considered is to recruit future child nurse practitioners 
among the students enrolled in the pre-graduate/undergraduate programmes 
which are also presented at the NEI. A module exists in the undergraduate 
curriculum which focuses on the nursing care of the sick child. Utilising interesting 
educational methods to present information and relevant practica to demonstrate 
the nursing care of the child and the family could act as stimuli for further studies 
in Child Nursing Science. 
o Bearing in mind that 66.6% (n = 49) of the respondents were found to be qualified 
in Child Nursing Science, these individuals should be motivated to further their 
studies to enable them to serve as mentors and lecturers in this speciality. 
o The level of training of child nurse practitioners should be explored further. 
o A similar study should be conducted in the remaining provinces of South Africa. 
o Dissemination of the research findings and propagation of the refined programme 
will advertise Child Nursing Science as an ideal clinical specialty to dedicate 
oneself to. 
 
5.3.2 Section B: Knowledge required by child nurse practitioners 
 
Data for discussion and recommendations relating to Section B of this study reflected 
on knowledge as one of the competencies required by the child nurse practitioner. 
Section B is discussed in terms of the four domains and related factors and items, 
namely: 
o Knowledge domain 1: Professional and ethical practice 
o Knowledge domain 2: Clinical practice 
o Knowledge domain 3: Education in practice 
o Knowledge domain 4: Quality of practice 
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5.3.2.1 Knowledge domain 1: Professional and ethical practice 
 
Knowledge in the domain of professional and ethical practice included legislative, 
ethical, and child nursing practice related competencies. Acts, regulations, policies 
and standards included guidelines as provided by the governing bodies. Acts, 
regulations, policies and standards provide the knowledge related framework by 
which the child nurse practitioner has to manage child nursing.  
 
All the items related to the Knowledge domain 1: Professional and ethical 
practice, were identified as important to be included in the refined competencies 
required for the programme in Child Nursing Science (view Sections 4.4.1 and Table 
4.2). The item relating to the concept of dual loyalty under knowledge of ethical, 
justified and safe practice was not included in the knowledge competency in the 
current programme in Child Nursing Science. The item was selected by 92.6% (n = 
74) of the respondents to be included as competency in the refined programme.  
 
The item under knowledge to advocate for children and their families which related to 
discussion papers/calls for comment/proposed legislation and health care changes 
pertaining to child health was not included in the current programme in Child Nursing 
Science. However, the item was selected by 85% (n = 68) of the respondents to be 
included as competency in the refined programme.  
 
Table 5.1 reflects the specific items that should be included as competencies in the 












Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.1 
√ Item selected by majority of respondents and included in the 
refined programme 
X Item not included/not selected for the refined programme 
 




 - 296 - 
Table 5.1: Knowledge domain 1: Professional and ethical practice: 
Comparison of competencies  
Knowledge domain 1: Professional and ethical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Knowledge of Acts, Regulations, policies, guidelines and standards 
Legislation (e.g. Constitution of the Republic of 





National guidelines (e.g. feeding policies; 
immunization policies) √  √  
√ (16;18; 
22)  √ (18;19)  
Organisational/institutional guidelines, policies 
and standards √  √  
√ (16;18; 
22)  √ (18)  
Notification of child maltreatment √  √  √ (16)  √ (18)  
Knowledge of ethical, justified and safe practice 




 √ (14;21)  
Ethical research practices in child nursing √  √  √ (15;16)  √ (20)  
Ethical decision making √  √  √ (16;17)  √ (20;25; 26)  
Professional misconduct √  √  √ (16)  √ (21;25)  
Disclosure of confidential patient information √  √  √ (16)  √ (20;21)  
Consent for all intervention and/or treatment √  √  √ (16)  √ (20;21)  
Concept of dual loyalty  X √  √ (16)   X 
Consent from children and families for any 
intervention or participation in research 
activities 
√  √  √ (16)  √ (20;21)  
Knowledge to advocate for child and family 
Responds to discussion papers/calls for 
comment / proposed legislation and health 
care changes pertaining child health 
 X √  √ (14;24)  √ (15;20)  
Advocate child rights √  √  √ (12;13; 14;16)  
√ (18; 
19;24)  
Support child and family to advocate changes √  √  √ (14;22; 24)  √ (18;23)  
 
 Recommendations relating to the refinement of the programme 
o Knowledge of dual loyalty should be included as a competency in the refined 
programme for Child Nursing Science, as the child nurse practitioner needs 
knowledge of this concept to manage ethical, justified and safe child nursing 
practice. This item relates not only to the dual loyalty, devotion and 
responsibilities of child nurse practitioners when managing care for children and 
their family, but also accounts for the knowledge needed by the child nurse 
practitioner to act in the best interest of the child and the family when role conflict 
arises between the members of the multiprofessional team and professional 
duties and obligations. 
o Knowledge to respond to discussion papers/calls for comment/proposed 
legislation and health care changes pertaining to child health should be included 
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as a competency in the refined programme for Child Nursing Science. This item is 
regarded as important in order to negotiate and contribute as proficient child 
nurse practitioners to establish change in the child nursing practice. Knowledge 
concerning this aspect will also empower the child nurse practitioner to reason 
with the best interest of the child in mind. 
 
5.3.2.2 Knowledge domain 2: Clinical practice 
 
Knowledge in the domain of clinical practice included all knowledge aspects which 
relates to the competencies of the clinical practice of child nursing. This domain 
included knowledge of the contemporary aspects of child nursing practice, team 
participation, resources, family-centred care, communication and the specific 
knowledge relating to development and childhood disorders and problems (view 
Section 4.4.3 and Table 4.4). 
 
The following items were not included as competencies in the current programme for 
Child Nursing Science, but were selected by the respondents to be included in the 
refined programme (view Table 4.4). The items related to knowledge of 
empowerment techniques, the consultation process, liaison for adequate resources, 
environmental resources management, principles of negotiated 
partnership/relationships in child nursing and appropriate referral to utilise resources 
adequately. 
 
Knowledge of family structure was selected by 84% (n = 68) of respondents not to be 
included as competency in the refined programme in Child Nursing Science.  
 
Knowledge of embryology and teratogens were respectively selected by 82% (n = 
64) and 84.6% (n = 66) respondents not to be included as competencies in the 
refined programme in Child Nursing Science.  
 
Knowledge of specific play activities, although being included as competency in 
current programme in Child Nursing Science, was selected by 81.4% (n = 66) 
respondents not to be included in the refined programme. 
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Knowledge related to the integration of traditional and therapeutic therapies, 
indigenous therapies and complementary therapies were not included as 
competencies in the current programme for Child Nursing Science. These items were 
not selected by the respondents as important competencies to be included in the 
refined programme (view Table 4.4). The competencies in these items relate to the 
knowledge of unique traditional practices and the cultural context of families. 
 
Knowledge of adolescent pregnancies and termination of pregnancies were not 
selected by the respondents to be included in the refined programme for Child 
Nursing Science (view Table 4.4).  
 
Table 5.2 reflects the specific items that should be included as competencies in the 










Table 5.2: Knowledge domain 2: Clinical practice: Comparison of competencies 
Knowledge domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Contemporary aspects of child nursing practice 
Perspectives on child health and child nursing 
practice √  
√  √ (19) x √ (17;23)  




18)  √ (17;18)  
Factors and tendencies that influence child 
health √  
 
√   x  x 
Paediatric health care systems √  √  √ (18)  √ (29)  
Integrated management of childhood illnesses 
(IMCI) √  
√  √ (19)  √ (17;23)  
Cutting edge issues in child nursing practice √  √  √ (13;16; 18)  √ (17;18)  
 
Note: 
Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.2 
√ Item selected by majority of respondents and included in the 
refined programme 
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Knowledge domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Team coordination 
Appropriate delegation √  √  √ (23)  √ (27;28)  
Acuity levels √  √  √ (23)  √ (27;28)  
Team building √  √  √ (13;14; 23)  
√ (14;15; 
27;28)  
Empowerment techniques  X √  √ (16;23)  √ (27;28)  
Formal and informal communication channels √  √  √ (12;18; 23)  √ (18;19)  
Effective interdisciplinary team participation 
Consultation process  X √  √ (12;14; 21)   √ (27;28)  
Interdisciplinary team membership and team 
functioning √  
√  √ (12;14; 21)  √ (14;15)  
Group organising, leading and participation √  √  √ (12;14; 21)  √ (27;28)  
Negotiate adequate resources 
Liaison for adequate resources  X √  √ (14;23)  √ (18)  
Environmental resources management  X √  √ (14:23)  √ (18)  
Work load management √  √  √ (17)  √ (27;28)  
Financial management √  √  √ (23)  √ (27;28)  
Care provided 
Principles of the nursing process √  √  √ (17)  √ (23)  
Individualising of nursing care √  √  √ (12;16)  √ (23)  
Early discharge planning programmes √  √  √ (18)  √ (30)  
Family-centred care 
Theory of family-centred care √   √  
√ (10;13; 






√  √ (10;17; 18)  √ (17;30)  
Parental roles √  √  √ (17;18)  √ (17;30)  
Child rearing practices √  √  √ (12)  √ (17;30)  




17)  √ (17;18)  
Impact of illness on the child and family √   √  
√ (16;17; 
18)  √ (18)  
Effective communication with the child and the family 
Age and development appropriate techniques 







Recognising of emotions and needs through 







Opportunities to express feelings and voice 




21)  √ (18)  
Negotiated partnership with the child and the family 
Principles of negotiated partnership 




 √ (25)  




14;21)  √ (14;15)  
Different care roles in child nursing √  √  √ (12;21)  √ (14;15)  
Developmental patterns 
Embryology 
 √  
√   x √ (17;29)  






  x √ (17;29)  
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Knowledge domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Concepts of growth and development √   √  
√ (13;16; 
17)  √ (17)  
Normal neonate √  √  √ (16)  √ (17)  
Specific health needs and health promotion 
during infancy √  
√  √ (16)  √ (17;18)  
Specific needs and health promotion during 
toddlerhood √  
√  √ (16)  √ (17;18)  
Specific needs and health promotion during 
the school years √  
√  √ (17)  √ (17;18)  
Specific needs and health promotion during 
adolescence √  
√  √ (17)  √ (17;18)  
Environmental safety within the developmental 
context √  
√  √ (17)  √ (17;18)  
Self care activities √  √  √ (17)  √ (18;30)  
Specific play activities  
 
 
√  √  √ (17)  √ (18)  
The child with special needs (e.g. deafness, 
blindness, long term technological dependant 
child) 
√  √  √ (17)  √ (22;23)  
Specific disorders or problems 
Apply anatomy and physiology to all body 
systems √  √   x 
√ (17;22; 
23)  
Specific neonatal disorders 
High risk neonate (e.g. birth injuries, 
hyperbilirubinemia) √  √   x √ (22;23)  
Neonate with special needs (e.g. metabolic 
imbalances) √  √   x √ (22;23)  
Neonate with defects in physical development 
(e.g. neural tube defects, hernias) √  √  √ (16)  √ (22;23)  
Cardiovascular disorders 
Congenital cardiac defects √  √  x  √ (22;23)  
Acquired cardiac disorders √  √  x  √ (22;23)  
Shock and shock syndromes √  √  √ (17)  √ (22;23)  
Respiratory disorders 
Respiratory disorders of the lower airways 
(e.g. pneumonia, bronchitis) √  √   x √ (22)  
Chronic respiratory problems (e.g. asthma, 
cystic fibrosis) √  √   x √ (22)  
Croup syndromes (e.g. 
laryngotracheobronchitis, epiglotitis) √  √   x √ (22)  
Neurological disorders 
Epilepsy and seizures √  √   x √ (29)  
Intracranial infections (e.g. meningitis, brain 
abscess) 
√  √   x √ (22)  
Neuromuscular problems (e.g. Guillain-Barré, 
cerebral palsy) 
√  √   x √ (29)  
Endocrine disorders 
Diabetes insipidus √  √   x √ (22)  
Diabetes mellitus √  √   x √ (22;29)  
Cushing syndrome √  √   x √ (22)  
Hypothyroidism √  √   x √ (22)  
Addison disease √  √   x √ (22)  
Gastrointestinal disorders 
Disorders caused by disturbance in fluid end 
electrolyte (e.g. gastroenteritis, dehydration) √  √  √ (17)  √ (22)  
Specific gastrointestinal disorders (e.g. 
Hirschsprung, inflammatory bowel disease) 
√  √   x √ (22)  
Malnutrition (e.g. kwashiorkor, marasmus) √  √  √ (17)   x 
Enteral and parenteral nutritional support √  √  √ (17)   x 
Hepatitis √  √   x  x 
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Knowledge domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Renal disorders 
Urinary tract infection √  √   x  x 
Renal failure √  √   x  x 
Musculoskeletal disorders 
General orthopaedics (e.g. fractures, 
osteomyelitis, tractions) 
√  √  √ (17)   x 
Congenital orthopaedics (e.g. hip dislocation, 
talipes) 
√  √   x  x 
Haematological disorders 
Anaemias (e.g. iron deficiency, haemolytic) √  √   x  x 
Bleeding disorders (e.g. haemophilia; β-
Thalassemia) 
√  √   x  x 
Childhood cancer (e.g. leukaemia, lymphoma) √  √   x √ (29)  
Infections 
Common infectious diseases (e.g. measles) √  √   x √ (22;23)  
HIV/AIDS √  √   x √ (22)  
Accidents and emergencies 
Head injuries √  √  √ (17)  √ (22)  
Violence and child health √  √  √ (17)  √ (23)  
Life-threatening incidents (eg. near drowning, 
burns) 
√  √  √ (17)  √ (22)  
Miscellaneous disorders and problems 
General ear, nose and throat disorders (e.g. 
otitis media, epistaxis) 
√  √   x  x 
Tonsillitis √  √   x  x 
Eye disorders and/or problems (e.g. 
strabismus, conjunctivitis) 
√  √   x  x 
Dermatological problems (e.g. impetigo, 
dermatitis) 
√  √   x  x 










Termination of pregnancies 
 
 
 X  X  x  
x 
Counselling and therapeutic relationships 
Counselling techniques  X √  √ (14;21)  √ (18;27; 28)  
Participation in resolution √  √  √ (14;16; 21)  
√ (18;27 
28)  
Negotiation techniques for working 
relationships 
 X √  √ (14;21)  √ (18;27; 28)  
Collaboration with other health professionals √  √  √ (14;21)  √ (18;24; 27;28)  
Referring techniques √  √  √ (18)  √ (24)  
Complementary and traditional nursing care practices  
Integration of traditional and therapeutic 
therapies 
 
 X √  √ (10;18)  √ (29)  




 X √  √ (10;18)  √ (29)  




 X √  √ (10;18)  √ (29)  
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Knowledge domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Development of support groups 
Development of support groups √  √  √ (14;17; 21)  √ (27;28)  
Appropriate referral 
Appropriate referral to utilise resources 
adequately  X √  √ (23)  √ (27;28)  
 
 Recommendations for refinement of the programme 
o Knowledge of the family structure should be included as a competency in the 
refined programme. The child nurse practitioner needs knowledge of the family 
structure to identify the strengths and weaknesses of the family and the role each 
one of the family members fulfil within the family circle. Knowledge of family 
structures will also assist the child nurse practitioner to understand the 
importance of this competency in the application of family-centred care. 
o Knowledge related to embryology and teratogens is important for the child nurse 
practitioner in order to understand the incidence and development of genetic 
defects and inherited disorders; therefore it was included in the refinement for the 
programme in Child Nursing Science.  
o Play activities is regarded as an important competency to be included in the 
refinement of the programme in Child Nursing Science. This item relates to 
knowledge related to age-specific and therapeutic-specific use of play therapies 
to reduce the effect of hospitalisation and painful procedures and separation from 
the family. 
o The child nurse practitioner needs knowledge of traditional and therapeutic 
therapies, indigenous and complementary therapies to manage cultural 
competent care to the child and the family in the multi-diverse society of South 
Africa. The researcher therefore included these competencies in the refined 
programme, especially after the respondents indicated that a cultural sensitive 
approach to the child and family is required as an attitude competency to be 
included in the refined programme (view Table 5.2). 
o It is not recommended that adolescent pregnancies and termination of 
pregnancies are included in the programme. Knowledge included in domain 1: 
Professional and ethical practice (view Table 5.2) will provide a framework for 
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reasoning which will guide the child nursing practitioner in managing care in these 
circumstances. Inclusion of knowledge of counselling techniques, referral and 
utilisation of resources outside the health care facility will equip and assist the 
child nurse practitioner with the necessary information and competencies to 
manage care should he/she encounter an adolescent pregnancy or termination of 
pregnancy.  
 
5.3.2.3 Knowledge domain 3: Education in practice 
 
Knowledge in this domain included all the knowledge aspects which relates to 
education in practice. This domain included knowledge of own continuous education 
and professional development as well as that of other staff members, education 
strategies and performance appraisal principles, conceptual frameworks, 
benchmarking, decision making and change (view Section 4.4.5 and Table 4.6). 
 
The following items are not presented as competencies in the current programme for 
Child Nursing Science, but were selected by the respondents to be included in the 
refined programme for Child Nursing Science (view Table 4.6). These items relate to 
knowledge of feedback of assessment outcomes and workshop presentation and 
should be included in the competencies. 
 
Knowledge to develop writing skills, knowledge to utilise news letters and knowledge 
to participate in relevant professional organisations were respectively selected by 
81.5 % (n = 66), 82.6% (n = 66) and 82.7% (n = 67) of the respondents not to be 
included in the refinement of the competencies required for the programme in Child 
Nursing Science.  
 
Knowledge of the role of the child nurse practitioner, although being part of the 
current programme in Child Nursing Science, was selected by 83.7% (n = 67) of the 
respondents not to be included as a competencies in the refined programme. 
Knowledge of this item is needed to educate other professionals and the community 
of the important role the child nurse practitioner plays in managing care to the child 
and the family. Knowledge of the role of the child nurse practitioner also relates to the 
knowledge of ethical and professional practice in domain 1 (view Table 4.2).  
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Knowledge to develop case studies was not selected by 82.7% (n = 67) of the 
respondents to be included as competency in the refined programme for Child 
Nursing Science. This item is also not a competency of the current programme for 
Child Nursing Science and was therefore not selected to be included in the refined 
programme for Child Nursing Science. 
 
Table 5.3 reflects the specific items that should be included as competencies in the 











Table 5.3: Knowledge domain 3: Education in practice: Comparison of 
competencies 
Knowledge domain 3: Education in practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Envisage own continuous education and professional development 
Current knowledge of child nursing issues √  √  √ (12;13; 20)  
√ (13;14; 
23;24)  
Read and/or consult relevant literature √  √  √ (12;18)  √ (20;21)  
Attend conferences √  √  √ (20)  √ (21)  
Participate in continuing education √  √  √ (20)  √ (21)  
Further professional studies √  √  √ (20)  √ (28)  





 √ (20)  √ (20)  
Develop case studies 
 
 






Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.4 
√ Item selected by majority of respondents and included in the 
refined programme 
X Item not included/not selected for the refined programme 
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Knowledge domain 3: Education in practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Utilise news letters   
 
 
√  √  √ (20)  √ (28)  
Participate in relevant professional 
organisations   
 
 
√  √  √ (14;20)  √ (21;28)  
Educational principles to enable child and family in decision making about care 
Educational strategies  √  √  √ (12;13; 19)  √ (14)  
Educational approaches √  √  √ (12;13; 19)  √ (14;15)  
Correct selection of educational material √  √  √ (12;13; 19)  √ (18)  
Learning needs of the child and family √  √  √ (12;13; 17)  √ (18;23)  
Practice standards for performance assessment 
Guidelines/standards √  √  √ (13;18)  √ (23;24)  
Identification of learning needs of self and 
others √  
√  √ (13;19)  √ (14;15)  
Feedback after performance assessment √  √  √ (20)  √ (28)  
Relevant conceptual frameworks 
Conceptual frameworks √  √  √ (13;19)  √ (28)  
Systematic approach principles √  √  √ (19)  √ (20;21)  
Partnership in care frameworks √  √  √ (14;19)  √ (28)  
Benchmark strategies 
Peer groups dynamics √  √  √ (13;22)  √ (28)  
Network development √  √  √ (22)  √ (20;21)  
Consultation with colleagues or mentors √  √  √ (22)  √ (28)  
Mentorship 
Role of a mentor √  √  √ (13;19)  √ (28)  
Orientation of new staff √  √  √ (18)  √ (28)  
Experiential learning √  √  √ (18)  √ 14;15)  
Assessment, assertiveness, flexibility and change 
Accountability √  √  √ (19)  √ (24;25)  
Feedback of assessment outcomes  x √  √ (19)  √ (28)  
Knowledge of change process in a group √  √  √ (14;19)  √ (27;28)  
Educate other professionals and the community 






√  √ (13;20)  √ (14;15; 23;34)  
Staff development √  √  √ (20)  √ (27;28)  
Workshop presentation  x √  √ (20)   x 
Share expert knowledge to the clinical practice 
and professional organisations √  
 
√  √ (13;14; 20)  √ (20;21)  
 
 Recommendations for refinement of the programme 
o Competencies in knowledge to develop writing skills, utilise news letters and 
participate in relevant professional organisations were selected to be included in 
the refined programme for Child Nursing Science. Knowledge related to these 
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items is regarded as important competencies for the child nurse to assist in the 
continuous development as proficient practitioners.  
o Knowledge to develop writing skills is regarded as essential information because 
the child nurse practitioner is required to write clearly and report accurately about 
all aspects relating to the child and the family when managing child nursing care. 
o Knowledge to develop case studies is not a competency in the current 
programme for Child Nursing Science and should not be included. The researcher 
regarded the inclusion of the above two recommendations as well as all the other 
selected competencies which relates to education in practice as adequate 
knowledge to provide proficient understanding for the child nurse practitioner to 
develop case studies. 
o The knowledge items which related to feedback of assessment outcomes and 
workshop presentation were selected to be included competencies in the refined 
programme. 
o The item which related to the role of the child nurse practitioner was selected to 
be included as a competency in the refined programme although the quantitative 
sum was less than 85% (n = 67). The decision was based on the existing 
relationship between this competency and the items associated with mentorship 
(view Table 5.3) and self-image as an attitude (view Table 5.9). The decision was 
made by the researcher to include the role of the child nurse practitioner as a 
competency in the refined programme. 
 
5.3.2.4 Knowledge domain 4: Quality of practice 
 
Knowledge in this domain included all the knowledge aspects which relates to quality 
of practice. This domain included knowledge of challenges, quality improvement, 
strategies for practice development and knowledge of evidence-based practice (view 
Section 4.4.7 and Table 4.8). 
 
The items participation in research and contribute to the development of research 
proposals are not competencies in the current programme for Child Nursing Science 
and were not selected by 85.1% (n = 69) and 82.2% (n = 67) of the respondents to 
be included. These items were not included as competencies in the refined 
programme for Child Nursing Science. Items such as the quality improvement 
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process, research principles, incorporating findings into child nursing practice and 
conducting literature reviews are included and should incorporate the two eliminated 
competencies. 
 
Knowledge to collaborate with role players in research is not presented in the current 
programme for Child Nursing Science and was not selected by 80.2% (n = 65) of the 
respondents to be included as competency in the refined programme.  
 
Knowledge of the child nurse practitioner as member of relevant groups/committees 
and boards and knowledge to contribute to different forums are two items presented 
in the current programme for Child Nursing Science. These two items should not be 
included as competencies in the refined programme as both of the items were 
eliminated by 80.0% (n = 64) of the respondents. 
 
Knowledge to participate in research and to contribute to the development of 
research proposals are not presented in the current programme for Child Nursing 
Science and were not selected by 82.2% (n = 67) and 79% (n = 64) of the 
respondents to be included in the refined programme for Child Nursing Science.  
 
All the other items were selected by the respondents from the current programme in 
Child Nursing Science to be included in the refined programme (view Tables 4.8 and 
5.4). 
 
Table 5.4 reflects the specific items that should be included as competencies in the 











Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.4 
√ Item selected by majority of respondents and included in the 
refined programme 
X Item not included/not selected for the refined programme 
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Table 5.4: Knowledge domain 4: Quality of practice: Comparison of 
competencies 
Knowledge domain 4: Quality of practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Challenges 
Recognise challenges as basis for research 
and/or quality activities √  √  
√ (12;14; 
24)  √ (20;21)  
Contribute to research and/or quality priorities √  √  √ (12;14; 24)  √ (20;21)  
Quality improvement 
Quality improvement techniques and activities √  √  √ (13;23)  √ (20;21)  
Communication of quality activity results √  √  √ (14;23)  √ (20;21)  
Incorporation of quality improvement into 
practice √  √  
√ (13;14; 
23)  √ (20;21)  
Change strategies √  √  √ (13;23)  √ (27;28)  
Develop and support strategies for practice development 
Organisational vision, mission, philosophy and 
goals √  √  
√ (13;16; 
23)  √ (25)  
Plan and assess for practice development √  √  √ (23)  √ (28)  
Apply organisational vision, mission, 
philosophy and goals to child nursing care 
planning, delivery and assessment 
√  √  √ (13;14; 16;23)  √ (25)  
Evidence-based practice 
Quality improvement processes √  √  √ 12;14; 15;23)  √ (20;21)  
Research principles √  √  √ (13;15; 23)  √ (20;21)  
Incorporate findings into child nursing practice √  √  √ (12;13; 14;23)  √ (20;21)  




 x  x √ (12;15; 24)  √ (20;21)  
Contribute to the development of research 
proposals   
 
 
 x  x √ (12;24)  √ (20;21)  




 x √  √ (12;15; 24)  √ (20;21)  
Conduct literature reviews to improve child 
practice √  √  √ (12;17)  √ (21)  
Evidence-based practice 
Psychosocial effects of research on the child 
and family √  √  √ (24)   x 
Support to the child and family participating in 
research or quality activities √  √  √ (24)   x 
Data and record protection √  √  √ (24)  √ (21;23; 24)  





√  √  √ (13;20; 22)  √ (20;21)  




√  √  √ (20;22)  √ (20;21)  
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Knowledge domain 4: Quality of practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Shares specialist knowledge and perspectives √  √  √ (13;20; 22)  √ (28)  
Involved in clinical governance  x √    √ (28)  
Involved in risk management √  √  √ (17)  √ (28)  
Involved in clinical auditing √  √  √ (17)  √ (28)  
Inclusion of children and families in relevant 
organisational decision making √  √  
√ (13;14 
16;17;22)  √ (25)  
Supports children and families to participate in 
relevant organisational committees/groups √  √  
√ (14;16; 
17;22)  √ (25)  
 
 Recommendations for refinement of the programme 
o Knowledge needed for participation in research and contribution to the 
development of research proposals were not selected to be included as 
competencies in the refined programme for Child Nursing Science. The 
researcher regarded these competencies as closely related to other 
competencies such as the quality improvement process, research principles, 
incorporation of findings into child nursing practice and conduction of literature 
reviews which were selected to be included. Inclusion of knowledge of the latter 
competencies should provide the basic information for the child nurse practitioner 
to enable participation in research and contribution to research proposals. 
o Knowledge to collaborate with role players in research was not selected by the 
respondents to be included as competency in the refined programme. The 
researcher regarded this competency of importance to be included in the refined 
programme. Knowledge to collaborate with role players in research will provide 
the child nurse practitioner with the opportunity to receive information of research 
results and how it should be applied to provide evidence which would improve the 
quality of child nursing practice. Collaboration will improve benchmarking of the 
child nurse practice and the child nurse’s role when managing child nursing.  
o Knowledge of the child nurse practitioner as member of relevant 
groups/committees and boards and knowledge to contribute to different forums 
were regarded as favourable competencies to be included in the refined 
programme. Inclusion in the refined programme will make provision for the 
competencies to develop knowledge as proficient practitioners and claim the child 
nursing practice as unique field of care. This will contribute to quality in managing 
child nursing.  
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o Knowledge which relates to clinical governance was selected as competency to 
be included in the refined programme. The researcher regarded inclusion of this 
competency of value to contribute to evidence and quality in child nursing 
practice. 
 
5.3.3 Section C: Skill required by child nurse practitioners 
 
Data for discussion and recommendation in Section C of this study reflected on skill 
as one of the competencies required by the child nurse practitioner. Section C will be 
discussed in terms of the four domains and related factors and items, namely: 
o Skill domain 1: Professional and ethical practice 
o Skill domain 2: Clinical practice 
o Skill domain 3: Education in practice 
o Skill domain 4: Quality of practice 
 
Data which are revealed next reflect the analysis of the results as discussed in 
Chapter 4 of this study. The researcher presents the recommendations based on the 
findings in Chapter 4 in order to recommend for refinement of the programme in Child 
Nursing Science.  
 
5.3.3.1 Skill domain 1: Professional and ethical practice 
 
In this domain skill reflected the ability of the child nurse practitioner to utilise 
professional and ethical skill to manage child nursing practice in a proficient way. 
Skill in domain 1: Professional and ethical practice is embedded in the 
knowledge domain of professional and ethical practice (view Section 4.4.2 and Table 
4.3) 
 
Items in this domain revealed the skill of the child nurse practitioner to function in 
accordance with Acts, regulations, policies and practice standards to manage child 
nursing in a safe and justified manner. Included in this domain was skill to advocate 
for the child and its family in order to manage child nursing in an ethical and secure 
environment. 
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Skill to participate in committees within or outside health service level to advocate for 
children and families was selected by 79.1% (n = 64) of respondents not to be 
included as competency in the refined programme for Child Nursing Science. 
 
All the other items from the current programme were selected by the respondents to 
be included in the refined programme for Child Nursing Science (view Table 4.3).  
 
Table 5.5 reflects the specific items that should be included as competencies in the 











Table 5.5: Skill domain 1: Professional and ethical practice: Comparison 
of competencies 
Skill domain 1: Professional and ethical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Function in accordance with Acts, regulations, policies and standards 
Application of national legislation (e.g. 
Children’s Bill, declaration of child rights) √  
√  √ (12;13; 16)  √ (18;25)  
Correct method of notification of child 
maltreatment √  
√  √ (16)  √ (18;23; 24)  
Method to disclosure confidentional 
information √  
√  √ (16)  √ (20;21)  
Conduct ethical, justified and safe practice 
Demonstrates skill and compliance with 
relevant professional codes of ethics √  
√  √ (12;13; 16;22)  
√ (17;18; 
25)  
Identifies ethical issues √  √  √ (16)  √ (20;21)  





Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.5 
√ Item selected by majority of respondents and included in the 
refined programme 
X Item not included/not selected for the refined programme 
 




 - 312 - 
Skill domain 1: Professional and ethical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Maintains objectivity when confronted with 
differing values and beliefs √  
√  √ (13;16)  √ (18;25)  
Handling of complaints √  √  √ (16)  √ (25)  
Documentation √  √  √ (16)  √ (20)  
Use of health care records and other relevant 
information before commencing nursing care √  
√  √ (16)  √ (23)  
Handling of unsafe practices/professional 
misconduct √  
√  √ (16)  √ (20;21)  
Advocate for children and families 
Responds to calls for and health care changes 
pertaining to child health √  √  √ (14;22)  √ (20;21)  
Implements relevant policies in child nursing 
practice √  
√  √ (13;16; 22)  √ (23;24)  
Participates in committees within or outside 





X √ (14;22)  √ (25)  
 
 Recommendations for refinement of the programme 
o Skill to participate in committees within or outside health service level is not 
included as competency in the refined programme. This skill was regarded by the 
researcher as indirectly related to the capability of the child nurse practitioner to 
advocate for children and their families. Interrelated competencies for this skill is 
embedded in [V46.1] to [V46.5]; [V47.4]; [V48.1] and [V49.3] (view Table 4.3.) and 
is recommended to be left out from the refined programme. 
 
5.3.3.2 Skill domain 2: Clinical practice 
 
Skill in the domain of clinical practice included all the skill which related to the 
activities or ability of the child nurse practitioner to manage care of the child and the 
family. Skill in this domain was embedded in knowledge domain 2: Clinical practice 
(view Section 4.4.4 and Table 4.5). 
 
The following items are not presented in the current programme for Child Nursing 
Science but were selected by 93.8% (n = 76), 91.4% (n = 74), 90% (n = 70) and 
88.6% (n = 70) of the respondents to be included as competencies in the refined 
programme for Child Nursing Science (view Table 5.6). The items related to skill for 
transportation of the critically ill child, cardiac pacing in children, renal replacement 
therapies and preparation for organ donation/transplant (view Table 5.6). 
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Skill to apply competencies of indigenous and complementary therapies is not 
included in the current programme for Child Nursing Science (view Table 5.6). These 
items were not selected by 67.4% (n = 54) and 73.7% (n= 59) of the respondents to 
be included in the refined programme for Child Nursing Science (view Table 4.5).  
 
Skill for the community resource networking is not presented as a competency in the 
current programme for Child Nursing Science (view Table 5.6) and was not selected 
by 83.7% (n = 67) of the respondents for inclusion in the refined (view Table 4.5). 
The Cronbach Alpha value for this item was calculated as 0.584 (view Table 4.5) 
which supports the exclusion of the item as it is embedded and measured in other 
related items.  
 
Skill to lobby for the inclusion of children and their families in relevant organisational 
decision-making and the skill to share specialist knowledge and perspectives are not 
presented in the current programme for Child Nursing Science (view Table 5.6). 
These items were selected by 85.2% (n = 69) and 90.1% (n = 73) of the respondents 
to be included in the refined programme for Child Nursing Science (view Table 4.5). 
Based on the inclusion of the above described skill-related items it is recommended 
that skill to achieve membership on relevant groups/committees/boards and skill to 
contribute to different forums should be left out from the refined programme for Child 
Nursing Science (view Table 5.6). Ability to achieve these activities is embedded in 
skill to organise support networks and skill for working relationship with the child and 
its family. These items were selected by 91.4% (n = 74) and 96.3% (n = 78) of the 
respondents to be included in the refined programme for Child Nursing Science (view 
Table 4.5). 
 
Skill to provide age-specific toys are presented in the current programme for Child 
Nursing Science, but was not selected by 83.5% (n = 66); of the respondents for 
inclusion as competency in the refined programme (view Tables 4.5 as well as 5.6). 
 
All the other items were selected by the respondents from the current programme in 
Child Nursing Science to be included in the refined programme for Child Nursing 
Science (view Tables 4.5 and 5.6). 
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Table 5.6 reflects the specific items that should be included as competencies in the 











Table 5.6: Skill domain 2: Clinical practice: Comparison of competencies 
 
Skill domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Integrated system approach 
Assess aspects of normal development √  √  √ (13)  √ (17;18; 22;23)  
Utilises and applies correct physical and 




 √ (17)  √ (17;18; 22;23)  
Identifies and manages child health needs and 
problems √  
√  √ (13)  √ (17;18; 22;23)  
Negotiates a plan of care that will meet the 
required outcomes √  
√  √ (13)  √ (22;23)  
Rationales for intervention by utilising current 
knowledge and best practice in child nursing √  
√  √ (13)  √ (23)  
Assesses, communicates and documents 
response to nursing intervention √  
√  √ (13;17)  √ (22;23; 25)  
Re-plans and prioritises workload in response 
to rapid changes in child’s health status √  
√  √ (17)  √ (18;22; 23)  
Techniques to minimise distress of procedures 
and hospitalisation √  
√  √ (17)  √ (23)  
Correct use of technological support √  √  √ (17)  √ (18;22; 23)  
Safe pharmacological preparation, 
administration and storage of medication √  
√  √ (17)  √ (23)  
Resuscitation techniques √  √  √ (17)  √ (22;23)  
Assessment of nutritional/dietary needs √  √  √ (17)  √ (23)  
Assessment of hydration status and fluid 
management √  






Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.6 
√ Item selected by majority of respondents and included in the 
refined programme 
X Item not included/not selected for the refined programme 
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Skill domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Pain management √  √  √ (17)  √ (18;22; 23)  
Utilises the personal health record of a child √  √  √ (17)  √ (23)  
Infection control principles √  √   x √ (18;22)  
Aseptic non-touch techniques √  √   x  X 
Bereavement care √  √  √ (17)  √ (23;30)  
Monitoring of blood glucose √  √   x  X 
Use and care of central lines √  √   x  X 
Chest tubes and underwater drainage systems √  √   x  X 
Breast feeding technique and assistance √  √   x  X 
Preparation of bottle feeds √  √   x  X 
Enteral feeding techniques (e.g. cup feeding) √  √   x  X 
Hygiene according to developmental stages 
and health needs 
√  √   x  X 
Incubator care √  √   x  X 
Intravenous therapy (e.g. Intravenous 
infusions, blood transfusions, platelet 








Isolation techniques √  √   x  X 
Lumbar puncture √  √   x  X 
Neurological observations √  √   x  X 
Coma scales √  √   x  X 
Oxygen therapy √  √   x  X 
Phototherapy √  √   x  X 
Plaster care √  √   x  x 
Positioning, handling and exercises of sick 
and/or hospitalised children of all ages, 









Pre-operative care √  √   x  x 
Post-operative care √  √   x  x 
Pressure area care √  √   x  x 
Radiological investigations √  √   x  x 
Basic interpretation of radiological 
investigations 
√  √   x  x 
Removal of wound drains √  √   x  x 
Management of a child during a seizure √  √   x  x 
Skin care of the healthy and diseased skin √  √   x  x 
Specimen collection √  √   x  x 
Stoma care √  √   x  x 
Airway suctioning √  √   x  x 
Tracheostomy care √  √   x  x 
Orthopaedic traction therapy and care √  √   x  x 
Urinary catheterisation √  √   x  x 
Venepuncture and cannulation √  √   x  x 
Paediatric wound assessment and care √  √   x  x 
Interpretation of blood investigations √  √   x  x 
Monitoring of physiological signs √  √   x √ (23)  
Transportation of the critically ill child  x √   x  x 
Respiratory support √  √   x  x 
Cardiac pacing in children  x √   x  x 
Renal replacement therapies (e.g. peritoneal/ 
haemodialysis) 
 x √   x  x 
Preparation for organ donation/transplant  x √   x  x 
Care of the dying child √  √   x √ (23;30)  
Family assessment √  √  √ (12;23)  √ (17;18; 22;23;30)  
Integrated management of childhood illnesses 
(IMCI) 
√  √   x  x 
Development of clinical protocols √  √  √ (18)  √ (20;21)  
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Skill domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Clinical judgements based on evidence-based 
practice, protocols 
√  √  √ (13;15)  √ (20;21)  
Critical thinking based on experience, 
knowledge 
√  √  √ (13;14)  √ (14;15)  
Primary health care principles √  √  √ (13)  √ (18)  
Participates in and promotes immunisation 
programmes 
√  √  √ (16)  √ (17;18)  
Communication techniques √  √  √ (13)  √ (18)  
Lifestyle changes √  √  √ (19)  √ (23)  




 x  x √ (13;14)  √ (18)  
Care of the child 
Verbal and written links between history, 
needs and nursing care 
√  √  √ (13;16)  √ (18)  
Applies the principles of the nursing process √  √  √ (13)  √ (23;25)  
Individualises nursing care √  √  √ (13)  √ (23;25)  
Utilises early discharge planning programmes √  √  √ (18)  √ (30)  
Age specific needs and development 
Applies principles of growth and development √  √  √ (13;16)  √ (17;18)  
Provide physical, psychosocial and spiritual 
well-being of children 
√  √  √ (13)  √ (18;23)  
Demonstrates understanding of issues relating 





 √ (13)  √ (17;18; 23)  
Follows universal precautions for safe clinical 
practice 
√  √  √ (16)  √ (23)  
Allows self-care activities where appropriate √  √  √ (17)  √ (23)  
Utilises play activities √  √  √ (17)  √ (18)  







x √ (17)  √ (18)  
Allows the need for comfort and security 
objects (e g. blankets, toys) 
√  √  √ (13)   x 
Apply family-centred care 
Applies cultural sensitive nursing care √  √  √ (13;16)  √ (18)  
Implements family centred activities √  √  √ (13;16)  √ (17;18)  
Respects decisions made by the family √  √  √ (13)  √ (17;18)  
Positive messages to the child √  √  √ (17)  √ (18;23)  
Supports the child and family during 
hospitalisation, illness, treatment and grieving 
√  √  √ (13;16)  √ (18;23)  
Supports the family in parenting roles √  √  √ (13)  √ (17;18; 23)  
Apply complementary and traditional nursing care practices 




 x √  √ (10;18)  √ (30)  
Complementary therapies (e.g. massage, 





 x √  √ (10;18)  √ (30)  
Integration of traditional and therapeutic 




√  √  √ (10;18)  √ (23)  
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Skill domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Effective communication with the child and family 
Uses age and developmentally appropriate 
communication techniques and strategies 
√  √  √ (14;16; 23)  √ (18;23)  
Recognises the behaviour response of the 
child as a communication skill 
√  √  √ (18;21)  √ (18;23)  
Demonstrates effective two-way 
communication techniques 
√  √  √ (18;21)  √ (18;23)  
Establish partnerships 
Provides support to assist negotiated 
partnership √  
√  √ (13;14; 21)  √ (27)  
Where appropriate, includes the child in the 
decision making process 
√  √  √ (13;14; 21)  √ (25)  
Negotiates different care roles with the child 
and family 
√  √  √ (13;14)  √ (17;18; 23)  
Effective interdisciplinary team participation 
Consults with members of the multi-
professional team 
√  √  √ (13;14)  √ (23)  
Demonstrates child nursing centred 
perspectives to the multiprofessional team 
√  √  √ (13;14)  √ (23)  
Demonstrates an ability to work as a team 
member 
√  √  √ (13;14)  √ (23)  
Organises support networks √  √  √ (13;14)  √ (20)  
Demonstrates skills in effective organising, 
participating and leading of groups 
√  √  √ (13;14)  √ (27;18)  
Counselling and therapeutic relationships 
Demonstrates effective counselling techniques √  √  √ (14)  √ (18)  
Assists children and families to identify needs √  √  √ (13)  √ (23)  
Working relationship with the child and family √  √  √ (13)  √ (17;18; 23)  
Collaboration with other health professionals 
for the benefit of the child and family 
√  √  √ (13;14)  √ (23;24)  
Contributes to the development of support 
groups 
√  √  √ (14)  √ (24)  
Enable children and families to participate in practice development 
Lobbies for the inclusion of children and 
families in relevant organisational decision 
making 
 x √  √ (14)  √ (25)  
Encourages children and families to participate 





 x  x √ (14)  √ (25)  
Participate in forums to enhance communication and practice development 





√   x √ (14)   x 




√   x √ (14)  √ (20)  
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Skill domain 2: Clinical practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Team coordination 
Ensures appropriate human resource 
allocation 
√  √  √ (14)  √ (27;28)  
Appropriate delegation √  √  √ (14)  √ (27;28)  
Correct utilisation of acuity levels √  √  √ (23)  √ (27;28)  
Promotes team building √  √  √ (14)  √ (27;28)  
Participates in group decision making √  √  √ (14)  √ (25)  
Demonstrates empowerment of others √  √  √ (14)  √ (28)  
Use formal and informal communication 
channels 
√  √  √ (13)  √ (18)  
Negotiate adequate resources 
Demonstrates a flexible approach to work load √  √  √ (17)  √ (27;28)  
Liaises to ensure adequate resources √  √  √ (14)  √ (27;28)  
Utilises financial and environmental resources 
effectively 
√  √  √ (23)  √ (27;28)  
Acts on situations that compromise child safety √  √  √ (16,17)  √ (18)  
 
 Recommendations 
o The items which related to the skill for transportation of the critically ill child, 
cardiac pacing in children, renal replacement therapies and preparation for organ 
donation/transplant (view Table 5.6) were selected and are included as 
competencies in the refined programme. These items reflect the competencies 
required by child nurse practitioners to manage care for the child and the family. It 
also supports the statement that changes in the profile of sick children had 
occurred which necessitates more complex competencies from the child nurse to 
be a proficient practitioner (view Chapter 1: Section 1.2). 
o Skill to apply indigenous and complementary therapies was recommended to be 
included as competencies in the refined programme (view Table 5.6). These 
items are also embedded in the skill to integrate traditional and therapeutic 
practices when managing child nursing. Skill to integrate traditional and 
therapeutic practices is included in the current programme for Child Nursing 
Science, but was not selected by the respondents to be included in the refined 
programme for Child Nursing Science (view Table 5.6). These items related to the 
competencies to apply unique traditional practices in cultural context when 
managing child nursing. A cultural sensitive approach was already selected for an 
important competency (attitude) to be included in the refined programme in Child 
Nursing Science (view Section 4.5 and Table 4.10). 
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o Skill for community resource networking was not selected as a competency to be 
included in the refined programme in Child Nursing Science (view Table 4.5). Skill 
for this is regarded by the researcher to be embedded in other related 
competencies, namely, the skill to establish partnerships and to contribute to the 
development of support groups (view Table 4.5). These items were selected as 
competencies by the respondents to be included in the refined programme for 
Child Nursing Science. 
o Skill to lobby for the inclusion of children and their families in relevant 
organisational decision-making and the skill to share specialist knowledge and 
perspectives were selected as competencies to be included in the refined 
programme for Child Nursing Science (view Table 4.5). Based on the inclusion of 
the above described skill-related competencies it is further recommended that skill 
to encourage children and their families to participate in relevant organisational 
committees/groups, skill to achieve membership on relevant 
groups/committees/boards and skill to contribute to different forums should be left 
out as competencies from the refined programme (view Table 5.6). Ability to 
achieve these activities is embedded in skill to organise support networks and skill 
for working relationship with the child and its family. These items were selected to 
be included as competencies in the refined programme for Child Nursing Science 
(view Table 4.5). 
o It is recommended that the skill to provide age specific toys should not be included 
as competency in the refined programme for Child Nursing Science. Achievement 
of this competency is also embedded in the related items indicating skill related to 
age specific needs and development (view Table 4.5) as well as techniques to 
minimise distress of procedures and hospitalisation (view Table 4.5) which were 
all selected to be included as competencies in the refined programme.  
 
5.3.3.3 Skill domain 3: Education in practice 
 
Skill in this domain includes all the aspects which related to skill of the child nurse 
practitioner to educate the child and its family and staff members when managing 
care in child nursing practice. This domain also included skill to utilise standards in 
the child nursing practise for performance assessment, skill to establish 
benchmarking strategies and skill to take responsibility for own professional 
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development (view Sections 4.4.6 and Table 4.7). Skill in this domain is embedded in 
knowledge domain 3: Education in practice (view Sections 4.4.5 and Table 4.6). 
 
Skill to develop case studies and skill to write for news letters are not presented in 
the current programme for Child Nursing Science. Both the items were selected by 
83.7% (n = 67) and 71.6% (n = 58) of the respondents not to be included as 
competencies in the refined programme. (view Table 4.6).  
 
Skill to participate in relevant professional organisations are presented in the current 
programme for Child Nursing Science (view Table 5.7) but selected by 77.8% (n = 
63) of the respondents not to be included in the refined programme. This skill relates 
to the skill to participate on committees within and outside the clinical practice and 
professional organisation which is also selected by 81.5% (n = 66) of the 
respondents not to be included in the refined programme for Child Nursing Science 
(view Table 4.7). Based on the fact that the respondents selected all skill to establish 
benchmarking principles to remain in the refined programme it is recommended that 
skill to participate on committees within and outside the clinical practice and 
professional organisation should be left out from the refined programme (view Tables 
4.7 and 5.7). 
 
All the other items were selected by the respondents from the current programme in 
Child Nursing Science to be included in the refined programme for Child Nursing 
Science (view Tables 4.7 and 5.7). 
 
Table 5.7 reflects the specific items that should be included as competencies in the 









Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illuminate the total picture. 
Key used in Table 5.6 
√ Item selected by majority of respondents and included in the refined programme 
X Item not included/not selected for the refined programme 
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Table 5.7: Skill domain 3: Education in practice: Comparison of 
competencies 
Skill domain 3: Education in practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Utilise appropriate educational principles to enable the child and family in decision making 
about care 
Enable informed decision making √  √  √ (13;19)  √ (23;25)  
Assist the child and family to recognise and 
understand current health needs 
√  √  √ (13;19)  √ (17;18; 23)  
Assist the child and family to recognise and 
understand changes in health status 
√  √  √ (13;19)  √ (17;18; 23)  
Assess readiness of the child and family to 
learn 
√  √  √ (13;19)  √ (18;23)  
Provides sufficient time to teach efficiently √  √  √ (13;19)  √ (14;15; 18)  
Utilises appropriate educational strategies √  √  √ (13;19)  √ (14;15; 25)  
Applies the correct educational approaches √  √  √ (13;19)  √ (14;15; 18;25)  
Uses the correct educational material √  √  √ (13;19)  √ (23)  
Utilise professional child nursing practice standards for performance assessment 
Utilises specialty guidelines/standards to 
consider performance 
√  √  √ (13;19)  √ (20;23)  
Identifies learning needs of self and others √  √  √ (14;19)  √ (14;15)  
Provides feedback after performance 
assessment 
√  √  √ (19)  √ (28)  
Incorporation of results into practice √  √  √ (19)  √ (28)  
Apply relevant conceptual frameworks 
Utilises appropriate conceptual frameworks √  √  √ (13;19)  √ (23;27)  
Utilises systematical principles to child nursing √  √  √ (19)  √ (23)  
Establish benchmarking strategies 
Develops networks √  √  √ (13)  √ (20)  
Facilitates mutual sharing of issues √  √  √ (14)  √ (21)  
Consults with colleagues or mentors √  √  √ (13)  √ (23)  
Liaises with all important others involved √  √  √ (13;14)  √ (23)  
Serve as a mentor 
Contributes to the orientation of new staff √  √  √ (19)  √ (27;28)  
Contributes to the learning experiences of 
others 
√  √  √ (14;19)  √ (27;28)  
Contributes to the professional development of 
self and others 
√  √  √ (14;19)  √ (14:15)  
Assessment, assertiveness, flexibility and change 
Accepts accountability for own actions √  √  √ (14)  √ (25)  
Completes assessment activities √  √  √ (14)  √ (23)  
Provides feedback of assessment outcomes √  √  √ (19)  √ (23)  
Identifies and documents performance 
strengths and areas of improvement 
√  √  √ (20)  √ (27;28)  
Manages the change process in a reflective 
and supportive manner 
√  √  √ (20)  √ (14)  
Educate other professionals and the community 
Presents educational sessions/workshops √  √  √ (14;20)  √ (28)  
Explains and promotes the child nurse 
practitioners’ role and values 
√  √  √ (14;20)  √ (28)  
Participates on committees within and outside 
the clinical practice and professional 





√   x √ (14;20)  √ (28)  
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Skill domain 3: Education in practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Take responsibility for own professional development 
Maintains an expertise knowledge √  √  √ (14)  √ (20)  
Reads and/or consults relevant literature √  √  √ (20)  √ (20)  
Attends conferences √  √  √ (20)  √ (28)  
Participates in continuing education √  √  √ (14)  √ (28)  
Furthers post-graduate studies √  √  √ (20)  √ (28)  




 x  x √ (20)   x 







x √ (20)  √ (20)  
Participates in relevant professional 









 √ (14;20)  √ (28)  
 
 Recommendations 
o  Skill to write for newsletters is embedded in the knowledge competency of 
developing writing skills and to utilise newsletter, which had already been 
selected to be included in the refined programme (view Table 5.7). Therefore, the 
competency was not selected to be included in the refined programme for Child 
Nursing Science. 
o Competencies for the skill to participate in relevant professional organisations 
were selected not to be included in the refined programme (view Table 5.7). This 
skill related also to the competencies to participate on committees within and 
outside the child nursing practice and professional organisation which were 
selected by the respondents not to be included as competencies in the refined 
programme for Child Nursing Science (view Table 4.7). Based on the fact that the 
respondents selected all competencies to establish benchmarking principles to 
remain part of the competencies to be included in the refined programme, it is 
recommended that skill to participate on committees within and outside the child 
nursing practice and professional organisation should be left out from the refined 
programme (view Tables 4.7 and 5.7). 
o Skill to apply competencies for indigenous and complementary therapies was 
recommended to be included in the refined programme Child Nursing Science 
(view Table 4.7). These items were also embedded in the skill to integrate 
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traditional and therapeutic practices as competencies when managing child 
nursing. Competencies to integrate traditional and therapeutic practices are 
included in the current programme for Child Nursing Science, but were also not 
selected by the respondents to be included in the refined programme (view Table 
5.7). These competencies related closely to the skill to apply unique traditional 
practices in cultural context when managing child nursing. The respondents 
selected a cultural sensitive approach as an important competency (attitude) to be 
included in the refined programme in Child Nursing Science (view Table 4.10), 
and it is therefore recommended to be included. 
 
5.3.3.4 Skill domain 4: Quality of practice 
 
Skill in this domain included all which related to quality of practice. This domain 
included skill to improve quality of child nursing practice, skill for evidence-based 
practice and skill to develop and support strategies for practice development. Skill in 
this domain is embedded in knowledge domain 4: Quality of practice (view Section 
4.4.8 and Table 4.9). 
 
Skill to seek opportunities to participate in research, skill to contribute to the 
development of research proposals and skill to collaborate with all appropriate role 
players undertaking research are not included in the current programme for Child 
Nursing Science (view Table 5.8). Not one of these items were selected by 82.8% (n 
= 67); 79% (n = 64) and 80.2% (n = 65) of the respondents to be included in the 
refined programme for Child Nursing Science (view Table 4.9) 
 
All the other items were selected by the respondents from the current programme in 
Child Nursing Science to be included in the refined programme for Child Nursing 
Science (view Tables 4.9 and 5.8). 
 
Table 5.8 reflects the specific items that should be included as competencies in the 


















Table 5.8: Skill domain 4: Quality of practice: Comparison of 
competencies 
Skill domain 4: Quality of practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Address challenges 
Recognises issues/problems for possible 
investigation 
√  √  √ (12;14)  √ (20;21)  
Contributes to the identification of research 
and quality priorities 
√  √  √ (12;14)  √ (20;21)  
Improve quality 
Participates in quality activities √  √  √ (12;14)  √ (20;21)  
Communicates results of quality activities √  √  √ (12)  √ (20;21)  
Incorporates quality improvement into practice √  √  √ (12;13)  √ (20;21)  
Utilises strategies to manage change √  √  √ (12;13)  √ (25)  
Develop and support the strategic direction for practice development 
Participates in organisational planning and 
assessing 
√  √  √ (14;16)  √ (28)  
Applies the principles of organisational vision, 
mission, philosophy, goals to child nursing 




 √ (12;13; 14)  √ (27;28)  
Apply principles of evidence-based practice 
Demonstrates knowledge of quality 
improvement processes 
√  √  √ (12;24)  √ (20;21)  
Demonstrates knowledge of research 
principles 
√  √  √ (12;24)  √ (20;21)  
Applies research and quality findings in child 
practice 
√  √  √ (12;24)  √ (20;21)  




 x  x √ (12;24)   x 











Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.8 
√ Item selected by majority of respondents and included in the refined programme 
X Item not included/not selected for the refined programme 
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Skill domain 4: Quality of practice 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Collaborates with all appropriate role players in 




 x √  √ (12;24)  √ (20;21)  
Applies literature related to child needs or 
issues 
√  √  √ (12;13)  √ (20;21)  
Application of research findings √  √  √ (12;13)  √ (20;21)  
Clinical judgement skill regarding ethical 
research practices in child nursing 
√  √  √ (24)  √ (20)  
Explains the probable psychosocial effects of 
research to the child and family 
√  √  √ (24)   x 
Supports the child and family participating in 
research or quality activities 
√  √  √ (12)   x 
Maintains confidentiality and privacy of 
information 
√  √  √ (24)  √ (21;23)  
Safe data keeping √  √  √ (24)  √ (21;23)  
 
 Recommendations for the refinement of the programme 
o Skill to seek opportunities to participate in research, skill to contribute to the 
development of research proposals and skill to collaborate with all appropriate 
role players undertaking research are not included as competencies in the refined 
programme (view Table 5.8). It is, however, recommended to include the 
competencies to collaborate with role players in research in the refined 
programme for Child Nursing Science (view Table 5.8). Inclusion of these 
competencies in the refined programme will not only empower the child nurse 
practitioner to improve the quality of practice but will also contribute to the 
application of research findings in child nursing practice which is regarded as one 
of the principles of evidence-based practice.  
 
5.3.4 Section D: Attitude required by child nurse practitioners 
 
This section reflected on attitude as a competency required by the child nurse 
practitioner to manage child nursing. All the competencies which related to attitude 
are embedded in the different domains of practice where the child nurse practitioner 
needs knowledge and skill to manage child nursing. 
 
Cultural sensitive approach to the child and the family and self-image as child nurse 
practitioner are two competencies which related to attitude required by the child 
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nurse practitioner and are not presented in the current programme for Child Nursing 
Science (view Table 5.9). These competencies were selected by 93.9% (n = 76) and 
96.3% (n = 78) of the respondents to be included in the refined programme for Child 
Nursing Science (view Table 4.10). 
 
All the other competencies were selected by the respondents from the current 
programme in Child Nursing Science to be included in the refined programme for 
Child Nursing Science (view Tables 4.10 and 5.9). 
 
Table 5.9 reflects the specific items that should be included as competencies in the 











Table 5.9: Section D: Attitude required by child nurse practitioners: 
Comparison of competencies 
Attitude required by the child nurse practitioner 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Attitude of child nurse practitioners 
Respect for the family centred care approach √  √  √ (12;13; 16;17)  
√ (17;18; 
23;30)  
Showing unique insight for inherent dignity √  √  √ (12;13; 17)  √ (23;30)  
Non-judgemental approach √  √  √ (16;17)  √ (23;30)  
Values family knowledge √  √  √ (12;13)  √ (17;18; 23;30)  
Accepts family centred decision making √  √  √ (12;13)  √ (17;18; 23;30)  
Note: 
Tables provided in Chapter 2 and 4 are repeated in this Chapter in order to 
provide clarity for the reader and illustrate the total picture. 
Key used in Table 5.9 
√ Item selected by majority of respondents and included in the refined programme 
X Item not included/not selected for the refined programme 
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Attitude required by the child nurse practitioner 
Factor with related items 
Nursing Education Institution Australia World Health Organization 





(2003) Current Refined 
Yes No Yes No Yes No Yes No 
Respect for the self √  √  √ (13;14)  √ (25)  
Respect for the views of the child and family √  √  √ (12;13; 14;16;17)  
√ (17;18; 
23;30)  
Accepts responsibilities for nursing care and 
duties 
√  √  √ (13;16)  √ (23;30)  
Accepts responsibilities for the demands of the 
practice 
√  √  √ (13;16)  √ (23;30)  
Honesty √  √  √ (14)  √ (25)  
Fairness √  √  √ (14)  √ (25)  
Reliable team member √  √  √ (13)  √ (14;23)  
Trustworthy when delivering child care √  √  √ (17)  √ (23)  
Accepts accountability for decisions and child 
nursing care activities 
√  √  √ (13;16)  √ (17;18; 23)  
Respect for all legal rights regarding child care √  √  √ (13;14; 16)  
√ (18;20; 
21;23)  
Objectivity in differing values, beliefs and child 
health practices 
√  √  √ (13;16)  √ (18;23)  
Demonstrates attributes of caring: empathy, 
trust, respect, dignity, compassion 
√  √  √ (13;14)  √ (23;24)  
Cultural sensitive approach to the child and 
family 
 x √  √ (13;16)  √ (18;23; 30)  
Self-image as child nurse practitioner  x √  √ (13;14)  √ (15)  
Adaptability under difficult circumstances √  √    √ (15)  
Demonstrates integrity √  √  √ (13;14; 16)  √ (24)  
Values and acknowledges the knowledge of 
others 
√  √  √ (13;14)  √ (27;28)  
Values and acknowledges the skills of others √  √  √ (13;14)  √ (27;28)  
Commitment towards quality care √  √  √ (13;14)  √ (20;21; 25)  
 
 Recommendations 
o Cultural sensitive approach to the child and the family and self-image as child 
nurse practitioner are two competencies which were selected by the respondents 
to be included in the refined programme (view Tables 4.10 and 5.9). An 
interrelationship exists between the competency to apply cultural sensitive family-
centred child care (view Table 5.6) and a cultural sensitive approach to the child 
and the family. Competencies for skill to apply complementary care and 
indigenous therapies were recommended to be included as competencies in the 
refined programme (view Table 4.5) although it calculated quantitative sums less 
than 85%. The selection of the competency for a cultural sensitive approach to 
the child and the family by the respondents supported the recommendation for 
inclusion of these competencies as skill in the domain of clinical practice in the 
refined programme (view Table 5.6). 
 




 - 328 - 
5.4 GENERAL RECOMMENDATIONS  
 
Recommendations were discussed under each of the tables reflecting knowledge, 
skill and attitude as competencies selected to be included in the refined programme 
for Child Nursing Science. The discussions in Section 5.3.1 to Section 5.3.4 are 
regarded as the final recommendations of this study. Final recommendations 
represent the results of the findings and focus on nursing education and child nursing 
practice.  
 
5.4.1 Child nursing education 
 
The value in contribution to nursing education is that the SANC can be approached 
with the results in order to review the programme in Child Nursing Science for the 
additional qualification in Child Nursing Science. The prospect to develop a scope for 
child nurse practitioners based on the results can also be offered to the SANC as a 
possibility. This partnership with the SANC as regulatory body of the nursing 
profession will contribute to the education of child nurse practitioners on a national 
level. Recommendations fit in with the current revision, curricula changes and new 
guidelines as required by the new Nursing Act No. 33 of 2005 (Republic of South 
Africa 2003b).  
 
One of the objectives for the study was to recommend towards refinement of the 
programme in Child Nursing Science. The refined programme in Child Nursing 
Science will also be implemented at the NEI where the researcher is currently an 
educator. 
 
The refined programme in Child Nursing Science can also be presented to other 
NEIs where child nursing is presented for possible implementation. 
 
5.4.2 Child nursing practice 
 
Implementation of the refined programme in Child Nursing Science will have the 
significant value that the students in the programme will receive appropriate 
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knowledge and correct knowledge-related skill needed to practice as proficient child 
nurse practitioners. The content of the refined programme in Child Nursing Science is 
based on the findings of the study and encapsulates the competencies needed for 
child nursing practice. It is a recommendation to child nurse practitioners who want to 
continue further studies in Child Nursing Science to enrol for this refined programme 
as the content is based on the requirements and needs of the child nursing practice.  
 
Relevant employers and managers will also be assured that the students who had 
completed the refined programme in Child Nursing Science would contribute to the 
quality of care to the child and family in the specific health care facility. To obtain this 
as a working relationship with the different health care facilities, the refined 
programme in Child Nursing Science can be discussed during preceptor meetings 
and clinical facilitation. 
 
5.5 DISSEMINATION OF THE FINDINGS 
 
The refined programme in Child Nursing Science will be presented to the SANC for 
approval from its Education Committee. The usefulness and appropriateness of the 
refined programme can only be assessed after implementation. This possibility could 
lead to the opportunity for further research. Dissemination of the results can be done 
by the following: 
o Implementation of the refined programme in Child Nursing Science. 
o Presentation of the findings and the refined programme in Child Nursing Science 
at national and international conferences. 
o Publishing in national and international appropriate and accredited journals. 
o Communication of the findings and programme in Child Nursing Science to the 
Australian Confederation of Paediatric Child Health Nurses (ACPCHN) to 
benchmark for participation in child nursing educational issues. 
o Participating in in-service education sessions at the different health care facilities 
to utilise the opportunities for discussion of the findings.  
o Utilising of in-service education sessions to discuss the refined programme in 
Child Nursing Science. 
o Visual or poster presentation of the study and findings at national and 
international conferences. 
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o Communication of the results of the study on accessible websites to increase the 
availability of the results to child nurse practitioners, educators and other interest 
health professionals. 
 
5.6 FUTURE RESEARCH 
 
Based on this study the researcher is of the opinion that further research in Child 
Nursing as speciality is validated. A great deal of information is available on 
competencies but very little domain-specific research has been conducted in South 
Africa, especially in child nursing. The following imperative aspects can direct further 
research: 
o Partnership with other NEIs to compare the refined programme in Child Nursing 
Science with their programmes. 
o Comparative studies including child nurse pratitioners in other countries. 
o Investigation of the competencies for proficient child nurse practitioners. 
o Analysis of the health profile of sick children in order to identify the influence 
thereof on managing child nursing. 
o A qualitative study to elaborate on attitude as a competency. 
o Collaboration with the SANC and development of a scope for child nurse 




The following limitations were identified and acknowledged in this research: 
o Not all child nurse practitioners working in the health care settings who provide 
care to children and their families in Gauteng were included in this study, which 
limited generalisation to a certain degree. 
o Not all health care facilities who provide care to children and their families in 
Gauteng were included in this study. 
o The study included child nurse practitioners working in Gauteng. Findings and 
recommendations were limited to the context of the study and therefore can not 
be generalised for South Africa. 
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o The findings were utilised to make recommendation for refinement of the 
programme in Child Nursing Science as presented at a specific NEI in Gauteng 
and cannot be generalised to other NEIs in South Africa.  
o Child nurse practitioners working in public and private health care facilities were 
included in this study. The profile of disease and illness may differ between the 
various health care facilities which could have influenced the results and findings. 
Managing children in the different health care facilities might not necessarily 





Exploration of the competencies required by child nurse practitioners to refine a 
current programme in Child Nursing Science as presented at an NEI in Gauteng, 
South Africa, was addressed in this study. Identification of competencies required for 
child nursing practice was based on the competencies for Specialist Paediatric and 
Child Health Nurse as documented by the ACPCHN. Identified competencies were 
compared with the competencies in the current programme in Child Nursing Science 
as presented at the NEI. Only thereafter a structured, self reported questionnaire was 
constructed and pre-tested before the data were collected.  
 
The results were discussed in terms of knowledge, skill and attitude (regarded as 
competencies) required of child nurse practitioners to manage child nursing practice. 
Recommendations were made according to the knowledge, skill and attitude required 
of child nurse practitioners. The researcher compared the competencies in the 
current programme for Child Nursing Science used at the NEI with the Competencies 
for the Specialist Paediatric and Child Health Nurse and the WHO Europe Children’s 
Nursing Curriculum in order to recommend for refinement of the programme in Child 
Nursing Science.  
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